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CHAPrER I 
INTRODUCTION 
My office was looatea at the beginning of a wiag on a 
rather busy maternity floor. It eould have been considered 
an integral part of a hap~y, vibrant post-~artum unit. The 
chatter of those gregarious mothers and the contented cry of 
their new born ililf'a:nts should harflly have been considered 
the iieal niehe for the instructor to concentrate on formu-
lating lesson plans, arranging new programs and advising 
students, - but it was. I coula leave my door open and 
1 .. 
hear nothing. What an astute fellow, this architect who 
designea the ~loor so well I could visually be a part of the 
activity ana yet not be disturbed by all those eo.mponents of 
the phenomene• ealled undertone. I liked it and I certainly 
thought I was happy, - but I WfiSli't, really. I eoul<i not 
erase that eternally present and constantly annoying question, 
"why is this wing so quiet?" There was no life to this peacet 
It was cold and still! It was death! Only half of the 
Je&ple were li vi:n:g. What -of those who lived n..ear my office? 
A· eursory review of the census revealed that the maj erity 
nf the mothers in this area were childless. They had lest 
the necessary link nee.deli to bee0me a member of this fleGr. 
I' 
I 
/' 
2. 
Tll~y were alo:ae. At;ain, why? I thought the a:aswer lay in 
the faet that many of these women appeared obstetrieally elder-
ly and presented a task too overwnelmi:ag for any nurse. How 
could she help these.mothers? They were getting "olli"! The 
, 
had no children! They had just l01iJt their babies and the 
probability of eoneeiving again was rather moot! Were these 
feelings an outgrowth of the mueh labored conclusion that the 
elderly primigravii patient presented more of an obstetrical 
risk in terms of abortion, congenital anomalies, and still 
births than the younger woman.? A review of the records of 
one hospital for a period of one year, Oetober 1, 1956, to 
Se]>tem.ber 30, 19 57,· revealed that the ineiden.ee of fetal 
w~stage was slightly higher in the young mothers (15-20 years 
of age) than the older women (35 to 40 years of ~ge). could 
this then be the reason why these women were so alone? Why 
no nurse eould be found visiting them just to talk and listen? 
What was the reason? 
STATEMENT OF TEE PROBLEM 
A review of the records of one hospital might be consid-
ered as ·i:aadequate sampli:ag and an uascientifie basis for con-
eluding that the age of the mother without a paby should not 
be an i~lueneing taetor; however, I did utilize just such a 
eo:aelusi0n. The common denominator in all of these mothers 
loeated in a speeifie wing of a partieular maternity department 
seemed to be their childlessness. The feelings these women 
evoked in me were both alarming alil.d fril~htening. They are the 
basis o~ this study. What eould I, a nurs~f· 4o for or give to 
a mother whe had lost her baby? How could I replaee this loss 
so that she might look at her problem objectively? Should 
the mother even try to be objeetive? What could I say to 
lessen her grief? What equipment a:nd tC>ols might I need. 
before I visit her? How might I help her to see the positive 
faetors in her problem? What does she need? Do I have it? 
H®W do other nurses feel about earing for the mother who has 
delivered a stillborn infant? What do the mothers waut :from 
the :m.u.rse? 
This i~vestigation is concerned with the feelings nurses 
have in caring for the mother of a stillbGrn infant, how they 
see the need.s of the m0ther an<i how the .mether perceives the 
:m.ur sing role. 
JUSTIFICATION OF THE PROBLEM 
Professional nursing is constantly investigating the 
ways and means whereby increasingly effective patient care 
might be realized. As an integral component of ~atientw 
centered eare, the nurse must be ready to assume her respon-
sibility for recognizing the needs of her mothers and she 
must possess the skill ana ability so essential to therapeutie 
patient relationships. She must be able to meet, not only 
thGse emotional needs considered indigenous to the maternity 
eyele, but also those situa.tio:as most likely to leai to mental 
health hazards. 
Gerald Caplan~describes these hazards as areas involvimg 
"prematurity, -----, illegitimacy -----, birth trauma in the 
child and similar situatiom.sn, whieh I. have i:nterpreted to 
include the mother whe delivers a stillborn infant. He 
further states -
1 
"the mental hygiene werk that is based 
o:a the nurse's claseness to her patient inevitably 
involves the.nurse herself i:a emotional problems. 
The danger is that she will find herself in crisis · 
situations because her own problems are stimulated 
by those of her patients. This closeness makes her 
vulnerable in this respect. The likelihood that her 
patient's problems may set up internal disequilibrium 
in the nurse is espeeially great in this field of 
maternal and child care, because of its sigaificanee 
to every woman, and especially to a woman in the child-
bearing years. One uafortunate result of sueh a 
process might be the nurse might try to work out her 
ow:n :problems through her patients. This might show 
itself by -------the nurse attempting to deal with her 
Caplan, Gerald, Mental Health Aspects of Social 
Werk in Pu.blie Health, p. 288-. 
emotional upset by withdrawing from the possi-
bility of involving herself with her patients, 
either by beeoming insensitive to their problems 
or by ine2easing her psychological or social 
distanee. · 
It would seem to me that if the nurse, by the very nature 
5 
of her role, is to assume such ~atient closeness and experience 
sueh emotional involvement, then she must be aware of her own 
feelings concerning the patient to whom she is giving care and 
the needs of the patient receiving her ministrations. 
SCOPE AND LIMITATIONS. 
This is an exploratory study coneernect:prima.rily with 
three areas of ~atient centered eare. The first phase of 
this study was direeted toward investigating the feelings ana 
attitudes of twenty-five graduate nurses who had been involved 
in earing for the mother of a stillborn infant, and what the 
nurses saw as being the nee~s of a mother experiencing such a 
crisis situation. The second area of concern was the mother 
herself. What did she identify as her needs? Did the nurse 
attem~t to meet her felt needs? If she did, how was sueh a 
meeting effected? Where did she feel the nurse failed her? 
TWenty mothers participated in this investigation. The final 
area of coneern was not an original consideration of the study; 
however, in attempting to procure sufficient mothers for the 
2. 
Ibid, p. 288. 
/ 
6. 
study, fiv~ physicians were also il!l.terviewed to gai:m permissiOil 
to visit their ~atients ia the home setting. These physician~, 
all obstetrical specialists, willingly volunteered data perti-
~el!l.t to the problem. Therefore, the third phase of this 
study is eoneerned with the feelings and attitudes of five 
physieial!l.s relatiye to the problems of foetal wastage, the 
... 
needs of the mother and the role of the nurse. 
, .. -,, .. 
The size of the ~ample itself might be considered a jus-
tifiable limitation. Approximately fifty imdividuals p§.rti-
eipated in the study; each eoRtril:luting their own feeliugs and 
needs based upon past experiences and future expectatiGns. 
The total number of partieipants may be divided i:mno three 
gr0upil!l.gs: (1) twenty-five registered nu:r·ses, (2) twenty 
mothers who have experienced the erisis of al!l. iRfant less 
thr0ugh stillbirth, and (3) five :physician speeialists in 
the fieli of obstetrics and gyneoolegy. The size of the 
sample could justly be eo:o.sidered. statistieally invalid but 
the information it eoutail!l.s eannot be ign.ored. 
~other limitation ~uli be the time and depth factors, 
beth in:,,the duration of the study tptd the length of the 
individual interviews. The study extended for a period of 
seven months, from February 1, 1958, to August 30, 1958. 
E:aeh ililterview va:ried in duratio:a de:pe:m.dim.g upon the lll.eeds of 
7. 
the interviewed and ranged from one hour te three and ~ne-half 
hours. No attempt was made t® either analyze the significance 
of the aata to the person being iliterviewed or the ~ersonal 
meaning the infant loss had to the mother or the nurse. 
S.everal limitations eecu.rrei in the sampling of me>thers 
selected to be interviewed since the following criteria had 
been established: (1) have at least one living ehili at home, 
(/?) have no histery of reeeiving psychotherapy prie>r or subse-
quent tG the cit eli very of her stillborn infant, and · ( 3 }) have 
delivered an infant of no less than thirty-six weeks gestatiGn 
who was either stillbern or died within one hour after birth. 
In the initial steps of patient seleetien, the above limita-
tions were suggested by one physician.as a feasible means of 
.. 
avoiiing ·the feelings that might be aroused aue to the very 
nature of the study. Since there was concern expressed, 
these limitations were aedepted and applied in the seleeti0n 
of all m0thers. 
Permission was not obtained for me to formally interview 
any ~f the mothers in a hospital setting; therefore, geography 
was a m~st imposing consideration. The data from the inter-
views were eolleeted trom methers residing in B0ston, Massachu~ 
setts; exurban eommunities within a fifty mile radius of Boster, 
Hartfori, c:omneetieut, and East Manhattan, New Yerk. 
~e iiffieulties encountered in finding mothers to inter-
view were the mast real and challenging limitati0ns to the 
entire study. Nurses were very eo-operative and most hel~ful 
beth in their contributiens and their willingness to partici-
pate in the study. NUrse administrators ana physicians were 
eoraial and sincere in expressing their concern that this area 
of nurse-patient care most certainly needed study, but some 
were reluctant or unable to grant the necessary permission so 
that I miglat talk to these women. 
A further eonsideration,might be found in a rather dieh-
otomous situation. Whenever r· could interview a mother in a 
casual manner, not representing anything or anyone other than 
myself and my own concern for the mother's needs, it was com-
paratively easy to locate and talk to the mother. However, 
when permission was needed., pr.tinarily to loeate a sufficient 
sample and to centralize the geographical placement of the 
mother, such permission was not easilliy obtained. Whenever 
I was not Jer~tted to interview the mother the fear expressed 
was always in the realm of "what will this a.o to the mother?1f 
"W1ll it not be too•upsetting' to •relive" such an experience?" 
Finally, the role I assumed during this investigation was 
new and not always comfortable. ~ taeoretical awareness and 
understanding of interview technique does ·not guarantee praeti-
cality and astuteness in the reality situation. 
• 
DEFINITION OF TERMS. 
F-or the :purposes of' this study the foll0Wi:ng terms will 
be defined as suah: 
STILLBORN INFANT--any in1"ant of thirty-six weeks 
gestation or more, who was either born deai or who 
lived for no more than one hour after birth. 
I have usea such latitude in the definition of' this 
term because when the mother was suffieiently alert 
to realize she h~d given birth, the infant was dead 
and she never saw her child. Aetually some of these 
9. 
infants eould be classified as: (l) true stillbirths 
where the ini'ant s were born dead, and ( 2) neonatal 
deaths where the infants expired one hour after birth. 
FEELING--Websterrs 3 definition 0f the term is a~pli~ 
cable to this study when he deseribei the word as a 
ffpartly mental and partly physical response that is 
painful or pleasurable or both in some degree.« 
ATTITUDE--will be eonsiderecil to describe ttra feeling 
or mooi«4 and will be used interchangeably with the 
wor<ll. feeli:m.g. 
3 
Webster's New C.ollegiate Dictionary, p. 304. 
4 
Ibia, p.58. 
NEED--will be considered as «a eondition requi~ing 
sup]lly or reliet.n 5 
PREVIEW OF METHODOLOGY • 
. . 
Fifty individuals were interviewed for the purposes of 
gAining information pertinent to the study. Only the 
10. 
nurses were partici~ants in a formal interview setting where I 
employei the use of a prepared guide and recorded the data as 1 
was given. The m~thers were interviewei informally. A pre-
pared guide was foll0wea but the eontent of the interview was 
4lt not r~coried until immediately after and away frGm the discus-
sion scene. 
physieians. 
' 
N0 guide was employed when interviewing the 
However, the data was recorded by recall immed~ 
iately after the interview. I have included my own reaetiens 
to these interviews, the reactions of the mothers asked to par-
ticipate in the stud.y, and the ways in which the mothers re-
lated tC> me. 
5 
Ibifl, .P. 562. 
11 
SEQ.UENCE OF PRESENTATION. 
Chapter II Gontains a review of the literature which sup-
ports.the phil0sophy un&erlying this study and a statement of 
the hypethesis. 
Chapter III explains the methodology employed and deseribe 
the agents involve~ in the study. 
Chapter IV contains a ~resenta.tien and diseussion of the 
findings. 
Chapter V ineludas a summary ®f the findings and een-
clusions, together with recommendations gr0wing out ef the 
study. 
In the Appendix w~ll be found -
(1) guide employed for the nurse interviews 
( 2) guide used for the m0thers tr interviews 
(3) seven sample interviews with nurses 
(4} four s~ple interviews evolving frem 
seeking permissien te visit mothers of 
a stillborn infant 
(5) five sample interviews with mothers 
--
CHAPTER II 
THEORETICAL FRAMEWORK OF TEE STUDY 
Philosophy Underlying 
the Study 
You give but little when you give of 
your possessions. 
It is when you give ef yourself tliat 
you truly give!' 1 ·-
12. 
Unfortunately, a study of the literature revealed. J:.ittle 
work or research pertinent or s]>eci:t'ieally &J?plicable to the 
problem under investigation. However, the general literature 
relative to the nurse as a persen, her changing role as it is 
emerging toaay, the needs of her patients and the significance 
of grief and l~ss for both, were surveyed to determine what 
might be considered. the essential elements of an effective re-
lationshi~ between the nurse and her patient. 
When a baby is born dead or dies soon afterwards, it is a 
seri®us and tra.gie experience for the ]>arents, and it is speei-
fieally significant for the mother. 
The extent of the mother's reaction depends a , 
good aeal upon the circumstances of the baby's 
ieath and·at what point she learned the baby was 
deaa. The death is easier to take when the baby 
is found to have a serious abnormalfuty because it 
seems better the baby does not have to live in 
misery.----- The disappointment and trauma are 
1 
Gibran, Kahlil, The Prophet, p. 20. 
greater when the child appears to be normal 
and where the sex of the child is the one 
which was particularly desired.----- It 
is important when such tragedies occur to 
consider the age of the parents, the diffi-
culties they had in starting the pregnancy, 
and whether the pregnancy was complicated by 
13. 
any difficulties and illness of the mother. 
Ordinarily the reaction is, to a great extent, 
oversome by the motherts feeling that she can 
have another child. ------- When the possibility 
for another pregnancy is reduced, the react~on 
will naturally be more serious and lasting. 
This article by Grinstein and Sterba w~s the only one 
I could locate in the literature that dealt specifically wit 
the area of the mother's feelings when her haby was born dea 
Though the data in my investigation does not agree with much 
of what they said, it does show that the authors did look at 
a ~ainful problem which until now has been significantly 
ignored. 
Many articles have been published and much of our 
energy directed toward understanding the maternal emotions 
indigenous to, and an integral part of, any pregnancy cycle. 
3 
Betsy Wooten feels that: 
The treatment of the ------- pregnant 
woman whose fears, anxieties, and hostilities 
2 
Grinstein, Alexander, Sterba, Editha, Understanding 
Your Family, pp. $2-$4. 
3 Wooten, Betsy, A Psychosomatic Approach to Maternity 
( 
may be strGng enough.' .~o inf'luenee the 
course ef' her ];lregnan.ey is·· based first 
0n the recognition that these factors 
exist.------- The Utopia of ~ternity 
care, however, as I see it, is a program 
in whieh nurses and obstetricians will ___ ....,. 
use their naturally sensitive and sympathet-
ic abilities to identify with the patient. 
In addition to eliciting such historic~l 
information as the date of the last men~ 
strual period or the state of the bowels, 
they will.inquire about her reactions to 
her first menstraal period as a girl, about 
·her relationshi]t) to her mather, ------
and about her motb.errs obstetrical experience. 
They will concern themselves with her preg-
nant feelings as well as her pregnant body. 
They will let her talk, they will ~isten 
carefully ·and .~ith interest to what she has 
to say. They wi:ll: ,,not leetu.re her. They 
will gently re-educate and reassure her 
abclU.t her sup.erficial anxieties ahtl con-
flicts. They will reoegnize and respeet 
the ieep uneonseieus tensians wh.ieh she may 
be battling in bringing this new life into 
the world. 
4 
Henrietta Klein further confirm~ our feelings that fear 
and ~nxiety are an unshakable part of any pregnancy when she 
states: 
4 
Klein, Henrietta, Anxiety in Pregnancy and 
C.hildlbirth, p. 3~~ 
No patient, irrespective of whether the baby was 
wante~ er un~anted, was without anxiety at some 
time during· her pregnaney.------Some patients 
explained their· reticence to mentien anxieties 
on the basis that to express or admit anxiety was 
15. 
to make it eperati ve. Although. the d.egree of 
anxiety varies-, depending upon the emotional makeup 
an<i upon the speeif'ie meaning the pregnaney has with 
its eoneomitant external factors, all patients exper-
ience anxiety SGme- time du:r±ng the p-regnancy period.. 
Even in those who give no conspieuous evilience of 
anxiety, speoifie evidence G>f·its-pr-esenee was found 
when attitudes, dreams, _plans or fears were carefully 
scrutinized. ,Anxiety is not usually expressed as a 
complaint but in.o';;t:i1direet ways. Whether the eoneern 
is related to the'wol:llan herself or to the unborn ohild., 
these anxieties are always interrelated and frequently 
lme is substituted for the other. It is common for 
the wGman to describe ~eelings of relief upon perceiv-
ing foetal movement, since this is regarded generally 
as an index in the baby's well being. But im addi- · 
tion to this, most are alert as to whether or not 
these movements are continuous and feel alarm if they 
are net present for a day or so. They equate any 
diminution of foetal movement with the foetus dying 
in utero. 
If we are willing to aeeept, the hypothesis that normal 
pregnaney is im itself a eomplex bielogieal process and re-
late this to our understanding that every woman brings to 
this experience a galaxy o-r preconceived feelings, anxieties, 
phantasies and expectations which are all extremely threaten-
ing to her own image of the good mother, are we not then 
obliged to look one step deeper? I~ pre-gnancy is fraught 
with such emotional overtones and a healt~y baby is the 
desired goal, what becomes o-r the wom•n who bears ~ li-feless 
ehild? What are her needs as de~ined by her? I$ the nurse 
16. 
prepared to meet this challenge. How does she feel toward the 
childless mother in her care? The current literature could 
neither lend support to my beli~f that both the mother and the 
nurse have specific needs in this area nor could it help iden-
tify these needs. If the dead infant· is the woman• s confirmed 
proof' to herself' of her unworthiness of motherhood; if he is 
symbolic of repressed guilt; if he is identifiable with her re-
pressed marital hostility, then of what significance is he to 
the nurse? What concepts or images does she for.m of herself 
and her responsibility to her patient? Again, nothing is 
found in the literature to help identify the nursing role in 
t:P.is dilemma. 
5 
Latham and Bennett have stated: 
"There is no data on the emotions nurses 
experience when they care for a mother whose 
baby has died --------·" "It would be sad 
indeed, if nursing were to fail the public, and 
if Maternal and Child Health nursing programs 
failed to develop or remained static because 
nurses did not have the understanding, knowledge 
and experience that are needed to insure their 
progress." 
5 Latham, Helen, and Bennett, Elizabeth, "Should 
Students Have Their First Clinical Experience 
in Obstetrics", p. 456. 
17. 
flE.aeh ]>arty in a twe way relationship has eeneeptions 
about what the other is like and these preconee~tions begin to 
6 
operate before they eome to know one another. 11 How etten 
we read 0f adviee given to nurses on how to behai:e ·in relation 
to their patients. "However, until the aetual needs of the 
nurse are met or identified so that she is aware of what they 
are and how they function as barriers to the patient's goals, 
she does not have the needed controls to carry out all the 
7 
'shoul~s' and •musts' in~ieatea in the nursing literature." 
8 
Hildegarde Pepla111 G.eseribes these n-shoulds" and "blusts" as 
those components in mursing education that: 
--- make it more dif~ieult for nurses to reveal 
to themselves and to others what they actually 
feel in a situatien. Yet, identifying what is 
actually felt is a sound guarantee et t~e development 
of persons in nursing whe will want to nurse patients 
and who will be able to take om the task of self 
nu.tu.re in the future. It proviciies a basis for de-
veloping nursing practices that can be earried out 
willingly, intelligentloy, and with satisfaction by a 
nurse who knews what she observes, understands its 
meanings and ean base her actions upen observation and 
understanding. 
6 
7 
Pep1au, Hildegarde, Interpersonal Relations 
in Nursing, p. 139. 
Ibid, ~· 139. 
Ibi<i, p. 140 
18. 
9 
N0rman Brill identified the nursing role even further when 
e said: 
9 
The popular concept of tU~! nurse has, in 
part, developed from the idealized picture 
of Florenee Nightingale --- the devoted, 
self-sacrificing, and generous person, who 
caters to the ill with no thought of herself. 
------The word nurse refers to a member of a 
prbfession--to an individual who has com~leted 
a certain eeurse of training, and not to a kind 
of pers0n. Thia fact is frequently forgotten 
not only by patients and doators, but also by 
the nurses themselves. -----w Nurses vary in 
their liking to be with other people. ------
Some nurses are intereste~ in why persons 
( ineltuling themselves') beh.a'V'e the way they clo, 
and ethers are not~ While some nurses under-
stand that the state of a person's health has 
a definite connection with his feelings, others 
think only in terms of what is physically wrong 
----Do them, treating a patient is something 
tangible, like putting on a dressing or giving 
a medieatien.--------each patient is responsive 
to the personalities of those who are oaring for 
him •. 'The recovery of patients who are extremely 
responsive may depend more on how something is 
done than en what is done. Thus the nurse who 
is alert to these differences in her patientts 
responses, who is flexible in ~er ap~reach, will 
be more successful than the one whose rigia per-
sonality hap~ens anly by chance to meet the nee~s 
of the patient. one of the best ways to achieve 
this flexibility is threugh self~understanding. 
·The person wla.o G.oesn•t understand himse.lf eannot 
understand others. The nurse who oan't fa6e 
reality herself is unable te help her :patients 
do s0. People tend to be impatient with, and 
Brill, N erm.an, 11Understand Yourself", pp. 1325-1326. 
--
intolerant of, undesirable characteristies in 
ethers which they themselves have; this a way 
of denying the presence of these characteristics 
in themselves. 
10 
In the dynamic study of Lesser ana Keane one of the 
mest salient observations noted was the apparent dichotomy 
existing in the nursing rele as seen by the patient and the 
nurse in the normal maternity setting. It is my feeling 
19. 
that this is not the only area where the mother and the nurse 
view the concept of patient centered care from opposite poles 
in the eomtinuum. 
The medical scientist bore the ehief re-
sponsibility for initiating current ebstet-
rieal praetiees that have resulte~ in the 
safe maternity care that we have today. 
Perhaps it is the nurse----functioning teday 
as a prefessiGnal person---who can now eon-
tribute her share to Jraetiees that will 
provide patients with the personal interest, 
emotional sup:port, and information which1lepre--sent their primary unmet needs of today. 
BY.POTHESIS 
The methods empleyed by the nurse te support the mether 
ef a stillborn infant are not felt, by the mother, to be satis-
factory. 
10 
11 
Lesser, Marion and Keane, Vera, Nurse-Patient 
Relationships in a Hospital Maternity aerviee, :p.224. 
Ibii • 224. 
CHAPTER III 
METHODOLOGY 
Selection and Description of the 
Study Group 
2$. 
The nature of the problem under investigation im:poseEl 
certain limitations u~on the variety of agencies available 
for study; therefore, only one offieial agency was utilizea. 
Ap~roximately twenty-five registered n~rses participated in 
the study and, of these, thirteen were seleeted from the 
maternity area of a large metropolitan hospital. The nursing 
director ef this hospital provided an interviewing office away 
t 
from the hustle of the nursing scene. In this way I was able 
to talk to each graduate without either of us feeling the 
pressures inherent in any working situation. In addition, 
she reviewed with me the work experience of each of her grad-
uate nurses, so that I might be able to obtain a m0re aeeurate 
sampling of the feelings and attitudes expressed by nurses 
representing a broad spectre of maternity experiences. How-
ever, I did have the freedom of the entire hospital and was 
actually able to select any graduate nurse interested and will 
ing to participate in the study. It is interesting to note 
that the inter~ewing r0om was utilized primarily by me for 
the purpose of record writing. Each graduate selected the 
21 
area where she wanted her interview to take pl~ce. The re-
twelve graduate nurses came from various geographical 
experiencial sources, namely, four were public health 
urses in Hartford, Connecticut, who presented a symposium 
rected toward the problem of stillbirths; six were maternit 
aff nurses working in the obstetrical area of a large New 
ork medical center, and two were maternity nurse educators 
eaching in Boston. 
No provisions had been made in the original study to in-
the mother of the stillborn infant. It was only after 
had interviewed the nurses and explored with them many of 
feelings concerning these women that I began to wonder 
f the mother really had such needs. Did she see herself as 
he nurse did? Did she receive the nursing co~orts that she 
esired, or were nursing needs imposed upon her? These quest 
ons could not be answered until the study group was expanded 
o include the mother, and I was not sure that I wanted to be 
he one who did this. Caring for the mother who Dad delive 
r given birth to a dead baby was an area I had always 
I was not sure I was ready to listen to her 
ion of my "'good" care. Although I was unco~ortable in the 
ole I had created for myself, it just didn't "pinch" enough 
o motivate a sincere desire to investigate the possibility 
my frame of reference concerning the mother's nursing 
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needs might be diametrically opposed to her expectations. I 
was unable to move until I had received much reassurance and 
encouragement from a psychiatric nursing specialist that such 
an investigation would not prove disastrous. Not at all con-
vinced that interviewing these mothers might even be therapeu-
tic to them as well as enlightening for me, I requested per-
mission to visit the hospitalized mothers of two large urban 
maternity areas. In both instances feelings were expressed 
that such a study might be too "anxiety provoking1t and too 
uresearch orientedn to be of any value to me or any help to 
the mother. If I did anything at all, it would probably be 
''just to upset the mother". "What else could I possibly hope 
to gain by asking the mothers what kind of care did they expect 
from the nurses? After all they were in such a state or 
snook tney wouldn 1 1i reall.Jl: mow wht:tt they wanted." One nurs-
ing director suggested I interview mothers in their own home, 
particularly mothers who had since delivered a healthy living 
infant. If this method did not seem too traumatizing to the 
mother then I could again seek permission, through the chief 
of staff, to interview mothers from the resident service. I 
did not attempt to formally introduce this study in any other 
hospital maternity units. 
~3 • 
.tn an att~.rup~t.J t~ locate this suggested group of mothers, 
I requested appointments with five obstetrical specialists 
whom I knew personally. I thought I had selected the most 
susceptible physician for my first interview. However, he 
asked me to convince him I was "prepared to assume the conse-
quences of my visit with the mother in.whom (1) reactivated 
unresolved guilt feelings and anxiety directly related to the 
loss of her baby, and possibly resulting in her requiring 
psychiatric treatment." JU though the interview continued·· 
through a delightful dinner evening, he was not moved and I 
did not viBit any of his mothers. The remaining four physi-
cians decided the risk involved, if one existed, was worth 
hazarding so they might also know how the mother saw her needs 
during this grief crisis; therefore, five mothers were inter-
viewed in the home setting. In addition, the physicians re-
quested that their own opinions be included in the study. 
This investigation was again expanded to include the feelings 
and attitudes of five obstetrici@ns in caring for the mother 
who experiences an infant loss. 
Five mothers did not seem to be a sufficient sampling to 
afford -any validity to this area of the study so that the feel-
ings of fifteen mothers were surreptitiously incorporated into 
the investigation. Such a statement might possibly demand a 
more detailed explanation. I was fortunate in having two 
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remaining approaches still unexpl~rea. The first was in the 
form of my maternity nursing field praetice, an integral part 
of my graduate educational experience. This experience was 
offered in a large eastern medical center and was enriched 
through the opp0rtunities given to me to care for the mothers 
of stillborn infants. In this way I was able to work with 
an a~ditional four mothers. The second entrance was realized 
when I was employed as a maternity supervisor in a Boston h0s-
~ital fer summer vacation relief. In such a role it only 
seemed logical that the supervisor would visit her patients 
prior to their discharge day to determine how the mother per-
ceived the nursing care she received and to investigate what 
she might consider were her unmet needs. E.leven such mothers 
were visited. 
In summary, fifty individuals participated in this study. 
The three ~uups involved were: (l) twenty-five graduate 
nurse~ (fifteen from Boston, four from Hartford and six from 
New York); {2) five physicians and (3) twenty mothers, 
(five were seen in their homes and fifteen in the hospital 
setting). The study covered a period of seven months from 
February l, 1958, to August 30, 1958. 
25. 
Tools Used to Collect Data 
The personal interview was the primary tool employed in 
this study. Noted observations of individual reactions to 
the discussion subject was also a meaningful component of the 
investigation and will later be presented in more detail. 
To control a few of the digressional variables and to insure 
consistency in each of the interview samplings, semi-structure 
* guides were utilized. Although these guides were presented 
in the format of a questionnaire, they were actually reminder 
sheets for me. Regardless of the areas explored in each in-
terview, the guide questions were discussed sometime during 
the interview. Only the interviews with each of the thirteen 
graduate nurses selected from the maternity area of a large 
metropolitan hospital were recorded during the actual discus-
sion session. Those of the ~hysicians were recorded at the 
time of the interview in topical form only. Immediate recall 
was the tool employed to complete their records. When inter-
viewing the mothers no notes of any kind were kept during the 
discussion. Again, immediate recall was the method whereby 
these sessions were recorded. The first mother I visited 
seemed to express a certain reluctance to participate in the 
study when she observed me taking notes; therefore, the ver-
batim recording was discontinued for this interview and not 
attempted in any other. In summary, the tools employed in 
* See Appendixes A and B. 
this study were - (1) the interview, (2) observation, 
(3) guide questionnaires, (4) records--part verbatim, but 
predominately from immediate recall. 
Procurement of Data 
I have often heard it said, once the data is collected the 
real work begins. Perhaps this is so, but for a moment let•s 
examine how the data for this study was collected, the feelings 
involved for both participants in each interview, and the vario 
ways in which they were handled. Geography p~ayed a very im-
portant role and offered a certain luxurious freedom that was 
~ rather foreign to me, a nurse who had always functioned within 
the limits of a hospital community. Interviewing other gra-
duate nurses was a new and sometimes threatening experience; 
fortunately, however, the subject of stillbirths aroused suffi-
cient interest in everyone so little time was given to examinin 
• 
the investigator. The major portion of the graduate nurse in-
terviews was derived from the maternity staff of one hospital 
in Boston, offering me a certain central location and a familia 
professional scene. As I stated earlier, a private room was 
available for our use, but the nurse being interviewed had the 
final decision in se~ecting the area in which she would be most 
comfortable. These areas ranged from the supervisory office 
to the lavatory. In one instance it seemed feasible to work 
' 
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in the newborn nursery feeding infants in order to help one 
nurse complete her work early. She wanted to participate in 
the study and tried very hard to rearrange her schedule so 
that we ~ght find a time when she could be interviewed with-
out interruption. An hour was selected, the work shared, 
and the interview completed. 
/ 
Another interesting experience occurred during my visit 
to Hartford, Connecticut. A nurse educator, who had been 
following the work in this study, invited me to attend one of 
her classes where a group of public health nurses was present-
ing a symposium on the stillbirth problem. Not only was .I 
able to hear their ideas, but I was able to interview two 
nurses who had themselves delivered a stillborn infant, and 
two other nurses who were actively engaged in family health 
nursing in the community. 
As more nurses were informed of the study they began to 
"become more aware of the problem for the first timett and 
wanted to know "how other nurses felt 11 • It was through this 
media of conscious awareness and concern that six nurses were 
interviewed during my maternity nursing field practice exper-
ience in New York. Two of these six nurses became so inter-
ested in the study that they provided several opportunities 
for me to actually care for mothers who had delivered a still-
28. 
born baby. However, this limited the interview area primaril~ 
to the support they received during their post-partal period 
as I had been directly responsible for their intra-partal care 
and felt the mothers might be reluctant to express their feel-
ings in this area. 
The home interviews presented certain barriers both to 
the mother and myself. Being outside the hospital community 
with no symbolic identity as a uniform or cap, seemed to place 
me (I thought} in a relatively powerless position. I was now 
the guest of the mother. She, in turn, was not certain of 
the depth of the interview and showed an initial wariness of 
4lt being part of a research project. In one instance, at the 
completion of the interview, a mother rather embarrassedly 
confided - "I hope you won't mind but I called my doctor yes-
terday and asked him to tell me more about you and the project 
It was really my husband's idea; he thought you might be a 
Kinsey investigator". 
An appointment for the interview was made in advance 
with each mother, except one who did not have a telephonB. 
At this time the purpose of the study was explained, the 
author identified. and the mother informed that I had received 
her name through her physician. Every mother I contacted 
agreed to participate, with the exception of two. In both 
instances her own mother answered the telephone first and re-
quired a detailed description of the study and much reassurance 
that such an investigation would not be too traumatic to her 
daughter. The loss of the grandchild seemed so upsetting to 
the grandmother, in both instances, that she was unable tm 
permit me to talk to her daughter. I did not pressure either 
grandmother any further but interpreted their uneasiness and 
reluctance as refusals. 
All of the interviews with the mothers were of an informal 
nature. The mothers were eager to talk but in almost every 
instance they had to discuss the signi~icance of their loss 
an~ receive much reassurance and support that they were neither 
directly nor indirectly the cause of their infant's death. 
As these findings were not the prime concern of the study, the 
interviews varied in length from one hour to three and one-half 
hours. Only when the mother was certain that I was interested 
in her was she then ready to help me. This readiness was ex-
hibited in many ways. One emample might be the mother who 
confined the interview area to her cluttered kitchen until I 
had listened to her express many feelings and suspicions that 
she was the indirect cause of her baby's death. Somehow I 
must h~ve said something that she wanted to hear, for she 
jumped up from the table saying, t~y goodness what are we 
doing talking in he~e. 
into the living roomtt. 
30. 
The chairs are so gard. Let's go 
She brought a coffee pot into the li v-
ing room with her and continued the interview, now able to 
move into the area I wished to explore. I fed her (reassur-
ance and support) and she fed me (coffee and data). Another 
illustration could be the mother who filled me with coffee 
and doughnuts, only to insist that I remaimfor lunch with her 
two children. The feeding process became an important part 
of the methodology used to procure the data explained in the 
following chapter. 
ORAPrER IV 
FINDINGS 
Presentation and :Discussion 
of Data 
31. 
In analyzing the interview majerial to discover the 
feelings and attitudes of nurses and mothers as they relate 
to the problem under investigation, themes correlating with 
the hypothesis were postulated as an aid in identifying perti-
nent data. Excerpts from the interviews which seem to vali-
date these predetermined themes were extracted and considered 
significant as supporting evidence. 
These threads, selected in an effort to identify material 
which might indicate that the feelings and attitudes of the 
graduate nurse substantiated or contradicted those expecta-
tions of the mother, could be related to the following general 
areE:ls: 
(1) Rationaliza~ion 
( ~) Guilt 
(3) Grief 
(4) Replacement 
Data will be presented and discussed as it bears a relation-
ship to the above themes. 
Theme #1 
(~ationalization) 
32. 
For many of us, verbal communication with our ttmotherstt 
seems virtually impossible unless we are able to be logical 
or rational. Some of us feel "intelligent", sequential, 
measurable facts are mandatory in our relationships with 
mothers. The nurse frequently casts herself in the role 
of feeling she must have the answers and above all else, they 
must be logical, well informed, scientific explanations. 
An ability to utilize our technical skills and a tt'soundtt 
understanding of human physiology, as it is intrinsically re-
,,. lated to our patient's health needs, can be recognized and 
,. ~· 
accepted as a "must" tantamount to the basic foundation of 
every nurse's education. However, technical skill and know-
ledge should be viewed as an important beginning and not ne-
cessarily a desired singular outcome. Although our mothers 
expect, and rightly so, to receive their nursing care from 
well tttraimed", educated, professioLLal nurses, they take our 
technical competency and factual knowledge for granted. 
Mothers generally assume we know or we wouldn't be practicing 
in the profession. It seems though that many of the mothers 
are saying,nwe know you can meet our physical needs, you can 
teach us much, but can you care? 
how we feel?" 
Do you really understand 
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Nursing education, in its striving to improve the status 
o~ the pro~ession, may have contributed and initiated many o~ 
these ~eelings ~hat we must have the answers, that our mothers 
expect. us to know the 11hows and whys11 of their ills. Or, 
perhaps much of the popular literature has helped convey to 
the mothers our seemingly "omnipotentn role. The reasons why 
'· we have the1'power"image we do are n0t a justifiable concern o~ 
this investigation, but what we do when we are incapable of 
coping with the demands of such a role is our concern. 
When we feel that we are letting ourselves down we o~ten 
have a tendency to take our emotional con~licts into the 
~ sphere of the intellect, divest them of effective and personal 
r 
meanings and work on them as problems of science, pathology or 
reason. This process of rationalizing conflicts has been in-
~erpreted by many as a way in which we make excuses for our 
~eelings and behavior. As long as we feel that it is neces-
sary to substitute reason and logic for our basic feelings of 
wanting to care, we will have mothers with unmet needs. When 
we rationalize we tend to find a certain comfort in denying our 
actual ~eelings or attitudes. We cannot feel what we do not 
see. If we can find reason in our feelings and logic in our 
explanation, then we can deny those discomforts within our-
selves which others tend to jog. 
Relationship 
to Theme #1 
DENIAL 
I '. 
RELIGION 
34. 
NURSES MOTHERS 
:We tend tb send the :My husband 
:mother to her room :help. He 
:(from delivery floor)*:standing. 
:as soon as possible :felt. 
was the biggest 
was so under-
He knew how I 
:so she can be with her: 
:husband. 
. . 
. . 
:Once the mother knows,:I was so lonesome. I 
:we send her husband in:wanted my husband. He 
:to see her. :understood my feelings • 
. 
• 
:We can't talk to her 
:(mother) about the 
:baby until the doctor 
:tells her what hap-
:pened. 
.. 
• 
:If the doctor isn't 
:there when she wakes 
:up, we have to wait 
:and look stupid. 
• .
:The nurses don't like to 
:talk about it. They let 
:the doctor do it. 
• . 
. 
. 
:I knew something was wrong 
:when the nurse wouldn't 
:tell me the baby's weight. 
. 
. 
. . 
• • 
:The doctor sho~ld tell:The nurse was so vague and 
:the mother first. :upset looking I knew some-
:She knows him and will:thing was wrong. 
:listen to what he says: 
.. 
• 
:The prepared ones 
:(mothers} don't whim-
:per or carry on. 
:They are reasonable • 
.. 
. 
.. 
. 
. 
• 
:The ones who come in 
:knowing the baby is 
:dead don't carry on. 
:They feel God is pro-
:tecting them because 
:He knows best. 
.. 
. 
:I asked the nurse what was 
:the birth time. She got 
:so flustered, I just knew 
:something was wrong. 
.. 
• 
. 
. 
:I expected the priest to 
:help me. I didn't want 
:any religion from anybody 
:else. 
.. 
• 
. . 
• • 
:You can always say, :I couldn't care about what 
:God has His reasons :God thought. I only knew 
:and we must have ~aith:how I felt. 
*Words ehclosed within.P~!ent~e~~s are the author's and 
w'i 11 l=lnnA.A'T' t.h'T'nt1.0'hnnT. T.nA nn.An."t;A'T' 
' \ 
Relationship 
to Theme #l 
ANOM.ALIES 
JOORSES 
:in Him. 
. 
. 
:You can tell her this 
:was God's way of pro-
:tecting her, if the 
:baby was abnormal. 
.. 
.. 
. 
. 
35. 
MOTHERS 
:I thought I'd scream if one 
~more person mentioned God. 
:I just didn't care. 
. . 
. . 
:If the baby is per- :Religion is a help after 
:fectly formed, you can:you feel better, but it 
:always say, God has :really wgsn1 t my first 
:His reasons and we :thought or what I wanted 
:must accept them. :to hear • 
.. 
• 
:It's easier if the 
:mother is religious. 
:You can tell her God 
:did it. 
.. 
. 
. 
• 
:My minister visited me at 
:home. I wanted to talk 
:then but not when it first 
:happened • 
. 
• 
. 
• 
:If the baby has an :Unitil I got home, I never 
:anomaly you can 
:say it happened 
:the best. 
always:thought much beyond the 
for :fact that I had nobody. 
. 
• 
. .. 
. . 
:If the baby had a cer&+I didn't care at first 
:bral defect, you can :why the baby died, just 
:tell the mother she :that I lost her. 
~was lucky it died. : 
. . 
. . 
:If the baby had an ir-:I didn't want to be ration 
:reparable defect, you :al, I just wanted someone 
:can tell her it was :with me whotd let me cry. 
:for the best. : 
. 
.. 
:If the baby was pre-
:mature you can at 
:least tell her why he 
:probably died. 
. 
. 
:I think it's easier 
:to talk to the mother 
:if the baby has an 
:anomaly. You can 
. 
. 
:~ think your first concern 
:is that you have no baby--
~hy isn't the most importan • 
. 
. 
:I suppose it is best but 
:when your baby dies you 
:don't look for logical 
:reasons you just feel you 
Relationship 
to Theme #1 NURSES 
:tell her it saves 
:her from future 
:misery. 
• . 
. 
• 
MOTHERS 
:lost your baby. 
. 
. 
. 
. 
. 
• 
36. 
INTELLECTO'.AL :It's easier if they 
SUBSTITUTION 
(REASON FOR 
FEELING) 
:are educated. They 
:can understand your 
:explanations better • 
. 
. 
:They (mothers) seem 
:more interested in 
:what you say if they 
:are higher class or 
:educated. 
. 
. 
:The lower class ones 
:are too hysterical. 
:They don't listen to 
:what you say • 
. 
. 
. 
• 
. 
. 
.. 
. 
. 
. 
. 
• 
. 
. 
. 
• 
. 
. 
. 
.. 
. 
. 
. 
• 
. 
.. 
. 
• 
. 
. 
. . 
• • 
:They don't seem so up-: 
:set if the baby was : 
:unwanted or illegiti- : 
:mate. 
. 
. 
:The young ones are so 
:hysterical. They 
:won't listen to you • 
. 
. 
:The older woman in-
:ternalizes more. She 
:is calmer and will 
:listen. 
. 
• 
:I don't like to work 
:with the older ones. 
:Their chances are so 
:limited. 
. 
. 
• . 
:I know I had time for more 
:babies, but it was this 
:one I was thinking of. 
. 
. 
. 
. 
. 
. 
• .
. 
• 
:I was thirty-six (years) 
:when I lost the first but 
:I have two girls now. 
. 
• 
Relationship 
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:If the mother is 
:mature you can use 
:logic • 
. 
. 
:If she's an illegit 
:(unwed) she doesn't 
:have to worry about 
:the baby now. 
. 
. 
:If the mother comes 
:in knowing she has a 
:dead baby, it's not 
:such a shook when she 
:delivers it • 
.. 
• 
. 
. 
., 
.. 
:Find out about their 
:hobbies - the mothers 
:like to talk about 
:them. 
.. 
. 
• 
• 
., 
•. 
. 
.. 
. 
. 
. 
. 
37. 
MOTHERS 
:I knew my baby was dead 
:but it wasn't real until 
:after I delivered him. 
:It was still awful. 
.. 
. 
• 
• 
:I felt some of the nurses 
:wanted to avoid talking 
:about the baby. 
.. 
• 
.. . 
. . 
to. talk 
I never 
of them. 
:It's easier to talk :I found it hard 
:to the mother if the :to the nurses. 
:doctor would only give:felt I knew any 
:her history. : 
. 
. 
:You can talk to the 
:mother if someone 
:would give you some 
:facts---cause of 
:death, etc. 
. 
. 
:If there is no reason 
:for the death, what's 
:there to say? 
. 
. 
:I think the mother 
:should be in a room 
:by herself. She's 
:so upset. 
. 
. 
:The mother feels 
. 
. 
. 
.. 
!I expect the doctor to 
:tell me what happened. 
. 
.. 
. 
. 
. 
. 
:I felt so lonesome I wante 
:to talk to anybody about 
:anything. 
.. 
a 
:I wanted to be in a room 
:alone, but not forgotten. 
. 
• 
. 
. 
:MY children were such a 
Relationship 
to Theme #1 
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NURSES MOTHERS 
: worse if it's her 
: first baby. 
:comfort when I got home. 
::I don't know how !'d feel 
:if I had none. 
~ . 
. . 
~ If the mother is IIdidn•t want to talk but 
: quiet or withdrawn, :I didn't want to be alone 
~ she wants to be alone:so I talked. 
. . 
. . 
: A good obstetrical :I never questioned the 
: knowledge helps as :nurses' skills; after all 
you can tell the :she went to school to 
: mother what happened.:learn them. 
. . 
" . 
: To really be at ease :I expected the doctor to 
: you need scientific :tell me but I wanted to 
: facts so you can tell:talk it over with the 
.. 
• 
her what happ~nad. :nurse • 
. 
• The mother should not:I had children at home 
: be in the maternity :and I could talk to the 
: department, it's too :other mothers about them. 
: upsetting to her. :I d~n't know why the 
:n"t.roses made me stay in my 
. 
. 
. 
.. 
. 
. 
:room • 
. 
. 
. 
• 
IDENTIFICA- :The students avoid :I liked the students. 
TION :these mothers; they 
:need help. 
. 
• 
. 
. 
:They were upset but so 
:helpful. They used to 
:visit • 
. 
. 
:The students need 
:They have trouble 
:ing to people. 
help:The nurse seems upset 
ta~when she just talks. I 
:feel she wants to leave. 
. 
. 
:Students need encour-
: agement. They feel 
:useless and stupid. 
. 
. 
:Someone should help 
:the students. It 1 s 
:rough on them. 
. 
.. 
:The nurses seemed more 
:relaxed when they had 
:something to do. 
. 
• 
:I guess I upset one nurse 
:when I cried. She told 
:me to stop and she'd be 
:back later. 
Relationship 
to Theme #l 
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NURSES MOTHERS 
take :I didn't want to talk :I let the mother 
:the lead--if she 
:doesn't want to talk 
:that's fine with me. 
. 
• 
. 
. 
DOCTORS ** 
:about the baby, but I was 
:so lonesome. 
. 
. 
. 
• 
:I'm glad you're doing :Do you really want to know 
:this study and not me.:how I felt? Does it make 
:any difference? 
. . 
. . 
:Any way you can help :Do nurses feel the way we 
:the nurse understand i :do or are we part of the 
:the mothers' needs is :job? 
:valuable. : 
:· 
:Itd like to know what 
:you find from this 
:study. I never 
:thought of how the 
:nurses must feel. 
. 
• 
:I never thought nurses had 
:feelings. I just thought 
:they were trained for the 
:job. I didn't know they 
:wanted to know how we felt 
~ationalization seems to play a more important part in 
the nurses' feelings than in the mothers'. Our image of the 
nurse as a tt·doern seems so deeply implanted, we have difficulty 
functioning comfortably in any other role. We have consid-
ered ourselves to be n·supplierstt of things, "doerstt of taske 
and performers of skills for so long that it is unlikely we 
**Doctors' remarks·will be placed at the end 
of the ttNurses'u comments if pertinent to 
the theme. 
would believe other avenues to tt good~, patient care could be 
utilized or even needed. 
40. 
When the mother experiences a loss, she has no past for-
malized training which would inhibit the free sharing of her 
needs. Her feelings are important to her. She has such a 
deep need to have someone with her who cares that she has no 
time to waste trying to be a rational adult. Only when she 
has the opportunity to share her own feelings, complete with 
their absent logic, will she be able to resolve some of the-
grief associated with such a deep loss. 
Theme /12 
(Guilt) 
The interview data revealed many threads of unshared, 
though interrelated feelings of guilt. Irrational guilt 
feelings often occur in "normal" people but only the mothers 
were openly recognized as the unhappy possessors of such 
anxieties. Guilt is a feeling that is perceived when the way 
in which we function or view ourselves reveals inadequacies 
in our concept of self. How we feel we should function and 
how we really do brings up discrepancies in our pwn image. 
~uite often it is not what we say, but how we look and what 
we do that reveals so much; feelings of guilt usually operate 
41. 
beyond the realm of awareness. Recognition of grief and suf-
fering in others, sublimation of our own needs into activity 
directed toward relieving the anxieties of ot~ers, are ways of 
overcoming and appeasing our own feelings of inadequacy. A 
nurse cannot function effectively in any patient relationship 
when her own anxieties limit her awareness that she is unwit-
tingly focusing upon ways in which her needs could be met by 
the patient. 
The nurse, caught in her feelings that "losingff a 
patient can be directly equated to her failure as a healer, 
develops a self portrait of being a very powerful person. She 
is not often given the opportunity to express and share her 
feelings but she certainly has been given the idea that she is 
the initiator of all patient disasters. Both the nurse and 
the mother are consumed wit~ guilt whenever a baby dies but 
only the mother is permitted to express her feelings of self 
blame. The nurse is expected to assuage the mother's feel-
ings by letting her tt:talk it out" or "work it through11 , but 
the nurse cannot be this permissive with herself. 
unrecognized, remain unmet. 
Her needs, 
Relationship 
·to Theme #2 
Obligation 
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NURSES MOTHERS 
:I don't like to talk :I wish the nurses could 
:to them (mothers) but :relax a bit and visit or 
:someone has to. ~chat a while • 
• 
• 
:I don't think they :I almost felt abandoned, 
:should be ignored but :I was so lonesome. 
:it is frustrating. 
: : 
:I don 1 t know w~at to :I didn 1 t want to talk abou 
:do or say but you :it at first but I did want 
:have to say something. :to talk, I was lonesome • 
. 
. 
~I don't like to work 
:with them. 
. 
. 
:Some of the nurses looked 
:ill at ease. 
. . 
. . 
:I feel upset and frus-:I wish the nurses didn't 
:trated. There's :always have to be doing 
:nothing you can give :something, they seem 
:but reassurance. I'd:afraid to just talk. 
:rather not work with : 
:them. : 
. 
. 
:I don't like to be 
:with the mother, but 
:they shouldn't be ig-
:nored. 
. 
• 
:It was being .abandoned tha 
:I hated. I wanted a pri-
:vate room but I didn't 
:want to be the only one 
:in it • 
. . 
. . 
:If the doctor tells :I wanted explanations from 
:them first it's easier:the doctor. I trusted 
:to go in and reassure :the nurses but I felt it 
:them it wasn •·t any- :should come from him. 
!one's fault. It just: 
:happened. : 
. 
. 
. 
• 
. 
. 
. 
. 
Identifica- :I wouldn't like to be :I felt so alone and use-
tion :in this mess myself - :less, I just wanted to hid-~. 
:it must be awful. 
. 
.. 
:If you can establish 
~ relationship before 
:she delivers, she'll 
. 
• 
a:I think your first thought 
:is, what did I do; was it 
:my fault? ~ou never 
Relat ions#hip 
to Theme 2 
Failure 
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NURSES MOTHERS 
:trust you and believe :really get over it though 
:you when you tell her :you know such thoughts are 
:it wasn't anyone's :foolish. 
:fault. It just hap- : 
:pened. 
: 
:The mother is usually 
:guilty and we have to 
:wipe that out first. 
:No one is to blame. 
., 
~· 
. 
• 
. 
. 
. 
. 
:Just the other day a 
:mother came. in bleed-
:ing. Something hap-
: pened from the time 
:we got her on the 
:table until we deliv-
:ered her. We lost 
:the baby. 
. 
. 
:I got out of bed with a 
:bad cold and went to see 
:the doctor. I delivered 
:two days later. Do you 
:think I should have stayed 
:home? 
. 
. 
. 
. 
:I think I have always 
:.taken the nurses' skill 
:for granted. They have 
:been trained for this work 
:and I've just assumed they 
:know what to do. 
. 
• 
. 
• 
. . 
. . 
:Some mothers shop for :My husband asked me if I 
:doctors and hospitals.:wanted to change hospitals 
:That's foolish- it :for luck. I don't becaus. 
:won't make things any :they know me there and 
:better to change. gave good care. 
~ • # 
.. • # 
:One mother was bleed- :Sometimes I think the 
:ing and we told her :nurses felt worse than I 
:not to worry. She :did. They seemed so ill 
:hemorrhaged and we did:at ease and I know they 
:a section. The baby :know what they're doing. 
:died and we felt ter- :They have been trained. 
:ribly. : 
Relationship 
to Theme #2 NURSES 
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MOTHERS 
Ambivalence ;I should let the :The nurses never seemed 
:students talk this out:to have time to talk--
: in class but it upsets:they were always in a rush 
:me too much. :I wonder if I upset them? 
. . 
. . 
:I don't encourage the :You don't really expect 
:students to talk about: anyone to say much but you 
:it as I don't know :hate to have your problem 
:what to say; but they :taken for granted as just 
:do need help. :one of those things. 
. . 
. . 
:Someone h~s to be :You always wonder if 
:blamed and it's usuallyif I had gotten to the 
:the nurse. It's not :hospital sooner, if I'd 
:fair. :done something wrong • 
. 
. 
:The mature ones 
: (mothers) don't make 
:unnecessary demands -
:they understand no 
:one was to blame. 
. 
. 
:I know there's not always 
:an answer but you feel -
:oh maybe I gained too 
:much or I didn't eat the 
:right things. Stuff like 
:that • 
. 
. . 
:Some mothers are al- :I'd rather be alone than 
:ways finding fault :with someone who had to 
:and demanding things. :be there. I had to ask 
:They take their guilt :for everything and felt 
:out on you and you had:like a pest. They 
:nothing to do with :(nurses) were very nice 
:the baby's death. :but Iowas lonesome too • 
. 
. 
DOCTORS 
:I feel just terrible. 
:It is not unusual for 
:me to weep with the 
:mother. You always 
:wonder if you could 
:do more. 
. 
. 
. 
. 
:My doctor helped the most. 
:He was so kind and reassur 
ing. You still wonder 
:though if it wasn't a 
:little your fault. 
. 
. 
. 
. 
. 
. 
Relationship 
to Theme #2 DOCTORS 
:I always feel I 
:could have tried 
:harder even when I 
:know it's foolish. 
. 
. 
:You wonder if there 
:wasn't some little 
:clue.you missed. 
. 
. 
45. 
MOTHERS 
:I didn't stay in bed when 
:I had a cold. Do you 
:think that had anything to 
:do with it? 
. 
. 
:I wonder if I called the 
~doctor and got to the hos-
:pital faster - would it 
:have happened? 
:You always wonder if :My doctor was so understand 
:there wasn't something:ing. I cried and carried 
:you could have done to:on like a baby and he still 
:prevent it. It's a :stayed with me! 
:terrible feeling. .: 
For the most part, each individual appears to be working 
independently in the area of his guilt and little or no oppor-
tunity has been provided for ttworking through" these over-
whelming feelings through a sharing process. The mothers want 
reassurance so badly that they were n·good" mothers throughout 
their pregnancy and that they were notresponsible for the death 
of their babies. Giving birth to a dead infant is threatening 
enough to the mother's role concept without superimposing feel-
ings of guilt. The mothers tend to blame themselves for what 
they might have «:done to the baby 11 , whereas the nurse inter-
nalizes her guilt and says, ttr don•t do enough". Both tend to 
personalize the infant loss and QUestion their own adequacies. 
The .mother wants to share her feelings and absolve her guilt 
phantasies. The nurse, tt:trained to respond" wants to support 
the mother but seems inhibited by her own picture of one who 
cannot admit she too is experiencing a loss. 
Theme #3 
{Grief) 
The sy.mptons of grief and guilt are so closely interwoven 
it is often quite difficult to differentiate the dynamics of 
the two. However, so many feelings of anxiety and hostility 
were expressed that a closer inspection of the data seemed to 
reveal that a certain vagueness or detachment was shown by the 
grieving mother; she verbalizes her feelings of loss but she 
did not feel; she rebuffed the concern of her friends when she 
wanted them most. Again we see a dichotomy in action. The 
mothers want someone to care about them, to share their grief, 
to guide them in their acceptance of their loss, so they turned 
to the nurse. No one expects the nurse to grieve, yet are 
quite alarmed and somewhat dismayed when she responds in a 
formalized, stiff, unfeeling way. She makes a special effort 
to maintain friendly relationships and is then criticized when 
no one recognizes her, the grieving nurse. 
Relationship 
to Theme #3 
Promoting 
Inhibiting 
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NURSES MOTHERS 
:I just offer the old :I guess I wanted to share 
:shoulder and let them :everything; my loneliness 
:cry it out. :and my tears too. 
. . 
. . 
:I think you should en-:I suppose I wanted to be 
:courage crying. Let :taken care of but I felt 
:them know it's good. :alone even when the nurse 
: :stayed with me. 
:Crying makes you feel . 
:better and we should :One nurse let me cry and I 
:let the mother feel :bawled buckets and felt 
:it's all right. :much better. 
1 : 
.:Some mothers are hos ...... :One nurse seemed so kind. 
:tile toward you but :I felt she understood and 
.:there is grief in both:would want to help if I 
:of us and we should ;asked. I didn't but I 
:try to understand how :know she would be there. 
:she feels. : 
. 
. 
:I feel terrible and 
:have cried with them 
:(mothers) 
. 
. 
:I stay with them and 
:let them cry it out. 
:It's so frustrating 
. 
. 
. 
. 
:My family was upset but it 
:was still good to be with 
:someone • 
. 
. 
:I used the hospital for 
:crying and could see the 
:good in things when I got 
:home • 
. . 
/;lisually they're weepy ;You're in shock for a while 
:for the first few :but you do want to share 
:days. I let them :it after a while. 
:cry it out. : 
. 
. 
. 
. 
.. 
. 
:The baby never lived 
:anyway. I think the 
:dying adult is worse. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
• 
:Someone said, "Well at 
:least you never saw himn. 
:I could have hit her. 
:That 1 s not the point at 
:all • 
. 
. 
• 
~elationship 
to Theme #3 NURSES 
:I wanttto cry with 
:them but of course 
:you can't do th~t! 
. 
. 
48. 
MOTHERS 
:I wanted to cry, but it 
:seemed to upset the nurses. 
~They're so efficient and 
:all . 
. . 
. . 
:I-feel terrible too :I remember the terrible 
:but you can't be upset:loneliness most of all. 
:and make the mother :I'll never forget it. 
:worse. 
. 
• 
:If the mother cries I 
:leave the room. It's 
:too upsetting. 
.. 
. 
:When the mother cries 
:I leave the room and 
:tell her Itll be back 
:later when she feels 
:better. 
. 
. 
. 
. 
~I don't believe in 
:letting them wallow 
:in self pity. It 
:only upsets her. 
. 
. 
:I never know what to 
:say but at leEist I 
:can control myself • 
• 
• 
. 
. 
:I wanted to cry but the 
:nurse wouldn't let me. 
:I did it alone. 
.. 
. 
:I liked to be with another 
:mother in the same situa-
:tion. We could cry to-
:gether and upset no one. 
:We were company for each 
:other • 
• .
:I used to cry at night 
:when I was alone. The 
:nurses made me stop. 
.. 
. 
:I never thought about 
:nurses having feelings. 
:You see so little of them. 
. 
. 
!You have to 
:Being upset 
:the mother. 
.. 
" 
keep calm.:I guess nurses have been 
won't help:trained not to show their 
:feelings. The nurse I 
:liked best was a student • 
. . 
. . 
:When I feel too inade-:She used to visit and brin. 
: quate I change the :me juices and books. She 
:subject and get the :told me all about the 
:mother to laugh. :senior dance and gradua-
: :tion. She helped me 
: :understand the efficient 
: :graduates. I really 
: :liked her • 
R~J,.ationship 
to Theme 
:The students are 
:afraid of their 
:feelings and need 
:help. 
. 
• 
., 
. 
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:The nurses really want 
:to help but they seem 
:so upset, they do what 
:they have to and leave • 
. 
. 
The doctors did not seem to specifically discus 
feelings applicable to this area. The feelings 
expressed through self blame could be interre-
lated with grief. 
Theme #4 
(Replacement) 
When someone we love very much has been taken away from 
us our first reaction, even during grief, is possibly an 
unconscious searching for a substitute. These desires to 
replace a loss may not necessarily operate as a conscious 
awareness, but they appear to be present as an integral 
part of the image of a tf good" nurse. In the grief which 
we are unable to share with the mother, our unconscious de-
sire to replace her loss can be witnessed through the many 
and devious ways we attempt to satisfy her needs. The 
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impossible task of even attempting to fulfill these needs 
creates many frustrations for the nurse. In her nursing 
role she has many anxieties, as exhibited by her feelings 
of guilt, that she did not do enough to prevent the death; 
that she is realistically unable to replace the dead infant 
with the healthy baby the mother so desperately desires. 
As a person, she needs to share her grief with someone; as 
a nurse, she finds this in conflict with her role concepts. 
Yet, she continues to seek substitutes for the mother, hopi 
to realize her unmet needs through her patients. 
what mothers expect? 
Is this 
Relationship 
to Theme 
Conscious :I don't like to be : 
:with the older ones. : 
:You-can't give her : 
:anything, not even hope. 
. . 
. . 
:It's too bad you can't: 
:give her an illegiti- : 
:mate baby for the one : 
:she lost. : 
. 
• 
:I'd like to give all 
:the unwanted babies 
:to mothers who lost 
:theirs. 
. 
. 
:You can only give her 
:hope and what use is 
:that? 
. 
. 
. 
• 
. 
. 
:If someone had just 
:they understood and 
:sorry. 
Relationship 
to Theme · 
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:There is nothing to 
:give but support. 
:Try to let them feel 
:all is not lost. 
:I didn't want pity but 
:I sure wish someone had 
:felt my loss with me. 
. 
. 
. . 
. . 
:It's easier if you can:I would have talked ab 
:offer them something, :anything. I was so 
:but hope doesn't seem ;lonely. 
:like much. : 
:Reassurance doesn't :I just wanted someone 
:seem to be much to :who looked like they 
:give. :cared • 
. 
• 
• .. 
• 
• 
• . 
. 
.. 
. 
• 
. 
.. 
. 
• 
Unconscious :A mother with no 
:children is hard to 
:comfort as she has 
:nothing. 
:I think it is easier f 
:the nurses if you h~ve 
:children. It gives 
:them something to talk 
:about • . . 
. 
. 
:If she is young, 
:can tell her she 
;time for more. 
:gives her hope. 
. 
. 
you 
has 
It 
:You should tell the 
:mother to think of 
:the children at home, 
:if she has any. 
. 
• 
• .
. 
• 
. 
• 
. 
• 
. 
. 
. 
. 
:I don't care how many I 
:can have. It's what I 
:lost that's important 
:to me. 
. 
. 
:I think I would have 
:.screamed if I heard 
:another person tell me 
:how lucky I was to have 
:two children at home • 
:I love them very much 
:but I loved the one I 
:lost--in a different wa 
:He was a part or me 
:that you can't deny or 
:replace • 
. 
. 
:You should look at : 
:what they have and not: 
:what they lost. (child~ 
:ren) 
Relationship 
to Theme 
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MOTHERS 
:I try to make small :The nurses seemed so 
:talk, hobbies, weather:upset unQess they had 
:or something. Any- :something to do, like 
:thing to get her mind :a rush always. They 
:off what happened. :made me more uncomrort-
: :able. 
. . 
. . 
:It's easier if you can:I couldn't think of the 
:talk about her child- :children at home. I 
:ren at home, or the :could only think of the 
:reasons why the ano- :baby I had lost, though 
:maly may have happened:I love my children too • 
. 
.. 
:You should emphasize 
:her future productive 
:years, not what she 
:lost. 
. 
. 
:If she has children 
:-at home, tell her to 
:think of them. She ' s 
:lucky. 
.. 
.. 
• . 
. 
• 
. 
.. 
. 
. 
DOCTORS 
. 
. 
:I didn't care about 
:what I could do, it was 
:what I couldn't that 
:got me • 
. 
. 
:The kids were a comfort 
:when I got home, but not 
:while I was in the hos-
:pital. 
. 
• 
• .
. 
• 
. 
. 
. 
.. 
:I try to give them 
:the time I can and 
:the facts I know. 
all:My doctor was so kind 
all: and patient. He was 
:really concerned. 
. .. 
:I encourage them to 
:get pregnant again 
:as soon as possible. 
. 
. 
. 
• 
:I am glad I got pregnan 
:again so soon. I was 
:real worried but it 
:have been worse if I 
:waited. I was so s 
. . 
. . 
:The nurse has lost :One nurse didn't say 
:much when she gives :much but she. sure looke 
:up the use of her :concerned and used to 
:hands. So much feel-:give me extra rubs and 
:ing can be conveyed :fruit juice. I just 
Relationship 
to Theme #4 DOCTORS 
:through the hands. 
. 
. 
. 
. 
-• 
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MOTBERS 
:knew she understood and 
:I felt I could talk to 
:her when I needed her 
:and she would be there • 
. 
. 
:Without words so much 
:understanding can be 
:relayed to the mother 
:by holding her hand 
:or touching her. 
:Or, oft well, you 
:have it anyway. 
:ca.n do so much 
:through the bath or 
:backrub. 
:Some of the nurses 
:would drop in to fix my 
:pillows or bring me 
:juice. You knew they 
:would be there when you 
nurse~ wanted them. 
You : 
.. 
• 
. 
. 
. . 
. . 
:The physical comfort :The nurses always gave 
;you give to the mother:me good care but I felt 
:can show so much. :they were in a hurry 
:Either you care or you:and wanted to get out 
:do it fast and leave. :of the room real fast • 
. 
. 
. 
• 
: You nurses can give 
:so much through your 
:hands. You can show : 
:you really care. 
:I loved those backrubs. 
. 
• 
,. 
• 
. 
• 
. 
• 
ONE NURSE 
. 
. 
• 
• 
. 
.. 
:Physical contact is :I wish I could say what 
:very important. If :I feel but it's not 
:we are able, we can :clear in words. Some-
:convey so much through:how you knew, by the 
:our hands - in just :look, the tone of voice 
:the simple backrub. :or something, that when 
:I have learned so :your nurse gave you 
:much from -----(eocker:care she told you how 
:Spaniel dog), the way :she felt about you. 
:she responds to warmth:That was all I wanted 
:and petting. We give:then. 
• 
Relations~ip 
to Theme tl4-
:up so much when we 
:turn this aspect of : 
:nursing over to others: 
54. 
It would seem that the nurse becomes anxious when she 
finds using herself the only recourse available in caring 
for mothers; whereas, the mothers want just that sort of 
support and comfort which the nurse is most uncomfortable 
in giving. We tend to overlook the most important gift 
that can be given to any mother, ourselves; yet seek relief 
in attempting to give the impossible, a baby. 
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Summary and Conclusions 
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~he nature of this study has been primarily exploratory. 
·rhere seems to be nothing available in the literature to di-
rectly substantiate the findings of the investigator; there-
fore, the conclusions drawn from the presentation of the 
data could be interpreted as somewhat subjective. These 
were the observations and opinions of one person interact-
ing with fifty other adults. The nature of the role I 
assumed carried with it certain inherent conflicts. As a 
.nurse, I could deeply empathize with each of the nurses I 
interviewed. Her attitudes and f_eelings were my anxieties; 
her a~~roaches to coping with the problem were also my solu-
tions. I so hoped we were both directing our energies to-
ward ngood" patient care as it was viewed by the mothers. 
During the visits with the mothers I found my anxieties and 
concerns heightening to a point of despair. Why, these 
mothers weren't saying what I wanted to hear! They felt 
alone, abandoned, misunderstood and unw.anted. I couldn't 
help but wonder, what happened to all the feelings and con-
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cerns presented so warmly by the nurses during their inter-
views. ·Why didn't they flow to the mothers? The concern 
and wanting to care were certainly there. The nurses and 
the mothers shared many of the same feelings; yet, the ways 
in which they handled them were quite dissimilar. Although 
the nurses were aware of the mothers' needs, they were unable 
to move or effect mutually satisfying relationships. 
When the mother enters the hospital community she im-
agines herself as one taken into the care of those who know 
her needs and are able to meet them. Her nurse has been 
prepared to give her the care and understanding she must 
have; and she is bitterly disappointed when her preconceived 
ideas are not realized. To her, the hospital is the place 
where you act out hostilities, experiment in aggression and 
develop feelings of trust; and above all, ·you are oared for, 
supported and reassured. To the mother, the hospital sym-
bolizes her family; the nurse her mother; and she, the de-
pendent child. She expects understanding and love, whereby 
her dependent needs must be recognized and met before she 
is able to get better. Each mother will test your concern, 
either through hostility, depression, aggression or with-
drawal. When she feels her nurse still cares, she is then 
able to move and nwork through" many of her feelings and 
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needs. . If such caring and acceptance are-not evident to 
the mother, she leaves her "foster home" and "substitute 
mother" unable to completely re-enter her own family relation 
ships until she, alone, resolves the feelings experienced by 
giving birth to a lifeless child. 
What of the nurse? She evidently has the awareness 
that the grieving mother needs support and understanding; 
she is concerned; and she h~s indicated a sincere desire to 
care ror and protect the mothers. The nurse seems frozen 
in her own professional image. She may remember past cau-
tions and possibly even reprimands, that her feelings were 
u showing". She seems steeped in the traditional concepts 
that the nurse never allows herself to become "involved" 
in patient contacts or shows any feelings of grief or deep 
concern. She must remain in control of the situation; 
this in itself presents the picture of the cool, efficient, 
bustling nurse, void of all obvious feelings of concern or 
need. Trends in nursing education today are indicating the 
awareness that the nurse is first a person and second, a com-
fortable person giving nursing care to others. She has the 
spontaneous need to give, the educational endorsement that 
it is valuable and the nursing image that it is unprofes-
sional. Until the needs of the nurse are met first, she 
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will be unable to meet the needs of her patients. 
The conflict of wanting to give and being unable to 
partici:Pate in such satisfying relationships evidenced it-
self during the nursing interviews. Many nurses shared 
indications of self awareness and desires to really help the 
mothers. They recognized her needs during the grief period 
but were unable to take the initial step necessary to show 
the mother their concern •. The mother, of necessity, had 
to be the obviously feeling person. It was she who looked 
for every conceivable sign or indication that her nurse 
cared. It was she who tried to share her loss only to be 
e continually rebuffed. And it was again the mother who 
assumed the responsibility of interpreting the nurse's 
"doing" to signify "caring". 
There was no data in this study that could in any way 
imply that nurses did not care or were unaware of the needs 
of a grieving mother. However, there were many indications 
that little thought or effort has been directed toward help-
ing the grieving nurse. The methods employed by nurses in 
an effort to provide u·good" care for the mothers are neither 
rewarding for the nurse nor satisfying for the mother. The 
four general themes discussed in the presentation of the 
data are integral, though opposing, components of the dis-
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satisfying relationships existing between the nurses and 
their patients. The way in which each party in the 
ship utilized these themes was self evident. In the area 
of rationalization, the nurses attempted to assume the ent 
responsibility of caring for these women. They used intel-
lect and logic in a relationship demanding emotion. They 
attempted to deny the pres.ence of death by stating they were 
unable to talk to the patient until the doctor told the 
mother what had happened to the baby. It is true that this 
is a recognized policy of many hospitals; however, there are 
many ways the nurse may comfort her patients without being 
the ttgiver of bad newstt. Again denial was employed by 
stating the husband's presence would be best for the mother 
during this initial shock. Is the father not grieving too? 
Religious interpretations were utilized extensively; yet, 
the mother stated she felt this was her clergyman's respon-
sibility and she was reluctant to share such feelings with 
anyone else. Rationalizing that the baby's death was un-
doubtedly a relief when serious abnormalities existed was 
of no initial comfort to the mother. The loss of her child 
was tantamount, not the condition of the child. The find-
ings seemed to vividly indicate that the mother had compart-
mentalized the functions of her "hospital familytt. She 
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expected facts from the physician, collaboration from the 
pathologist, spiritual guidance from the clergy and feelings 
from the nurse. The nurses attempted to meet the needs of 
the mothers but were uncomfortable in an area where relation-
ships were important instead of the traditional functions 
of physical treatments, information giving and health super-
vision. 
It would be difficult to deny that both.the nurses and 
the mothers were suffering from guilt. But again, we see 
the feelings flowing in opposite directions. The mother 
was ready to express her feelings of self blame as she re-
cognized the need to talk them through and be reassured of 
their falsity. The nurse also suffered from guilt though 
it was of a different nature. Her professional image gov-
erned her feelings. Her nursing goals were all directed 
toward denying death, preserving life and accepting the irra-
tional cliches: did I do my best; did I do enough; did I 
overlook a sign; was it my fault? Her role concept was so 
much a part of her very being, she felt responsible for 
events occurring in her absence. The nurse, caring for 
postpartal patients was guilty although she never met the 
mother until after the delivery. She wondered, did ~ do 
our best? The grief the nurses had seemed evident in her 
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every action; yet, unable to express her own feelings she 
attempted to fulfill the mother's needs. The only feasible 
seemed to be through replacement. Many nurses expressed 
actual desire to give the mother another baby. Others 
more subtle; suggested hobbies; suggested looking for 
good things that the mother already had, such as children 
at home or the many reproductive years remaining. During 
her hospitalization the mother•s needs were far more basic. 
She seemed to say, ntell me it wasntt my fault. Don•t give 
a substitute. Accept the fact the baby is dead and care 
about me 11 • 
The mother saw the nurse as one who should :a:are. She 
wanted physical comforting, support and warmth from her nurse 
She was looking for someone who would understand, accept and 
importantly, share her experience with her. The nurse 
cast herself in the role of Jta doer or giver of thingsn. 
was anxious and frustrated when stripped of her tools: 
pills, pans, policies and palaver. She seemed unable to 
believe that such little, unimposing words as ttwarmthtt, 
ttfeelingsf', "needsff and n·selfff could possibly justify her 
existence in~the profession. She had been tttrained" to be 
so efficient, controlled and productive that the giving of 
self seemed to be a weak excuse for being. It appears 
-----1 -- ·--- -----( 
' 
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that only when we are able to accept ourselves as unique 
individuals, and recognize the existence of our own needs, 
we be able to give of ourselves and form comfortable, 
satisfying relationships with our patients. 
The hypothesis that the methods employed by the nurse 
to support the mother of a stillborn infant were not felt 
by the mother to be satisfactory, has been supported through 
the data presented in this study. However, I was not con-
vinced. One of the most meaningful experiences I have ever 
had was not presented in the findings, but does validate, at 
least for me, the significance and importance of using your-
self when caring for others. 'Working with the mothers of 
stillborn infants had been one of my most traumatic nursing 
experiences and one area I had consciously avoided. I was 
unable to see my role in meeting the needs of a mother in 
grief. She wasn't really physically ill; there were no 
special pills I could give and I certainly couldn't give 
her another baby. I only felt that I was in the way. A 
back rub wasn't much to offer and just sitting with her to 
visit seemed a waste of valuable time for both of us. As 
I talked to these mothers during the study period, it seemed 
they placed a high value on the 11 duties" I had cast aside 
as"non-therapeuticff. With each ensuing interview I became 
more co~ortable and found I was actually enjoying just 
• .· . 
sitti~g and listening. Was I relaxing because I was in the 
's home or because I was beginning to see the value in 
a sharer and listener? Was this what the hospitalized 
her wanted - someone who would listen and share with her 
feelings and needs? 
There would be no value to this study if even the writer 
couldn't believe the findings. Since interviewing the 
hers in this study, I have given nursing care to fifteen 
spitalized mothers of stillborn infants. The beginning 
use of self was not at all comfortable and on several occa-
sions I would have been quite happy to revert to my former 
role of ndoer" • As I became more sensitive to the importanc 
of the mothers' needs and could see them respond so complete 
to my halting attempts to share their experience, I found the 
relationships to be very meaningful. The mothers were quite 
aware of who visited them spontaneously and sincerely and who 
came to help because of a sense of duty. The uncomfortable 
nurse produces the anxious patient. The rewards inherent 
in the honest use of self have been innumerable and indis-
putably satisfying. Caring for the mother of a stillborn 
infant could hardly be called pleasurable, but the awareness 
that I was able to give of myself and was able to share a 
painful experience was satisfying. 
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RECOMMENDATIONS 
1. Since this study is an exploratory one, the nature 
of the findings suggest that further study relating 
to this particular problem could be done. 
studies might be: 
(a) to determine ~f the same needs 
are evident in the primigravid 
mother. 
These 
(b) to determine the current nursing 
image and the conflicts this image 
imposes in family crisis situations 
in maternal and child health nursing. 
{c) to validate the findings of this 
investigation with comparable data 
obtained in similar settings. 
2. A need exists for a comparative study, done 
ideally by the same nurse, to determine the 
attitudes and feelings of the hospitalized 
mother of a stillborn infant and her needs 
as expEessed later within the home environ-
ment. 
3. A study to determine the feelings and needs of 
the father of a stillborn infant seems indicated 
since he is expected to provide the necessary 
emotional support his wife requires during the 
maternal and child health crisis. 
4. A study to determine the needs of the 
grandmother and her attitudes toward 
the parents of a stillborn infant seems 
feasible as the data gives an indication 
that grandmothers might be unable to com-
fortably resolve their own feelings of loss. 
5. Provisions should be made for an exploratory 
study to determine the role of the maternal 
and child health nursing specialist in the 
area of patient and family follow-up and 
counselling. 
6. A study could be done to determine the role 
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of the public health nurse in the follow-up care 
and counselling of the mother and family of a 
stillborn infant and how such a role could be 
interrelated with that of the hospital 
maternal and child health nursing specialist~ 
7. It seems feasible to determine if nurses who 
feel the mother should be allowed to express 
feelings of loss are consistent in their be-
havior and actually do create an environment 
for the free expression of feelings of grief 
and loss. 
8. A study to determine why the student of 
nursing seems to give the mother in crisis 
the support she needs that the graduate nurse 
cannot, would be meaningful. 
9. A study to determine the possible existence 
of a mother-daughter relationship and its 
significance to the patient seems indicated 
as the data in this study implies that the 
young student of nursing may meet the needs 
of the patient by means of a daughter role. 
The data also hints that the maternal graduate 
nurse may meet these needs by means of a mother 
relationship with the patient. Therefore: 
(a) Do these relationship patterns 
actually exist? 
(b) Are both relationships inherent 
in meeting the mothers' needs? 
Does she need to be both a mother 
and mothered in order to effectively 
"work through" her feeling of grief 
and loss'! 
10. A study to determine what is meant by the 
phrase "meeting the spiritual needs of the 
patienttt should be explored in terms of its 
significance to both the mother and the nurse, 
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as threads in the data show that the 
mother does not accept or expect religious 
interpretations from the nurses, but leaves 
this aspect of their care to the spiritual 
specialist. 
11. A study could be done to determine if the 
needs of the nurse, not the mother, are of 
first importance when she employs religious 
rationalizations in grief or crisis situations. 
12. Provisions should be made within the basic 
maternity nursing curriculum for the student 
expression of feelings during the entire 
maternity experience and that the mrea of 
grief and loss be specifically included in 
these discussions. 
13. Provisions should be made in the nursing 
curriculum, both basic and graduate, for 
a long term placement in family work so 
that the nurse may experience values in-
herent in a sustained relationship, develop 
feelings of self, and utilize and realize 
nursing skills inaccessible· in the tradi-
tional clinical environment. 
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APPENDIX A 
Interview Guide A.: all questions are directly 
related to the attitudes and feelings of the lmURSE 
toward the mother who had a stillborn infant or an 
infant who expired shortly after birth. 
1. How .do you feel about the mother who 
had a stillborn infant or lost her 
baby shortly after birth? (anomaly, 
premature, unexplained). 
2. How do you feel about being assigned 
to her care? 
J. Is it difficult for you to approach 
her? 
4. How do you feel if the mother wants to, 
and does, talk about her delivery? 
5. How do you feel if the mother ignores 
the whole subject? 
6. Do you tend to avoid patient contacts, 
if not directly assigned to their care? 
7. Is there any particular "type" of patient 
you can talk to best? 
8. Is there any particular "typen of patient 
you wish to avoid, or have difficulty in 
approaching? 
In both questions the information is 
to include: 
a. Does the mother's age have 
any influence? 
b. Are feelings different if 
this is a first pregnancy? 
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c. Are feelings different 
if the mother h~s other 
living children? 
9. Has anyone ever talked to you about 
your own feelings toward these mothers; 
or tried to help you find it easier or 
more comfortable to approach and talk 
to these women? 
10. If anyone did help you, who was it: 
doctor, supervisor, head nurse, in-
structor? Did this occur during 
your student preparation or your 
graduate experience? 
11. Were you ever upset, uncomfortable, 
or disturbed enough to seek help in 
working with these mothers? Whom 
did you ask for help, and did you 
receive it? 
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APPENDIX B 
Interview Guide B., all questions are 
directly related to the attitudes and feelings 
of the MOTEER toward the nurse or nurses who 
cared for her during the hospitalization when 
she experienced the loss of her baby. 
1. How did you feel about the nurses 
during this particular hospitalization? 
2. Was there any particular nurse you 
liked best? Why? 
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a. Did she give you physical care,such as 
a back rub, to show she was interested 
and wanted to help you? 
b. Did she talk to you about the baby 
before you mentioned it? 
c. Did she wait until you indicated 
you wanted to talk? 
d. Did you want to talk to the nurse 
about the baby? 
e. vVhat sort of a person was she: 
quiet, warm, sympathetic, or 
cool, reserved, brusk, busy 
"doing things''il 
f. Did she ignore the whole area 
of your feelings about the baby? 
g. Did she 9ffer any kind of encourage-
ment? Vfuat did she say·to you, or 
do for you? 
h. When you cried, what did she do? 
Did she touch you, hold your hand, 
tell you to stop, or just stand 
beside you? 
,..:. ' 
J. Was there any particular nurse you 
liked least? 
a. What was she like? 
b. Vfuat did she do or say that 
annoyed or upset you? 
c. ~at didn't she do that dis-
satisfied you? 
d. What sort of information or 
help did she give you? 
4. Can you remember if the age of the 
nurse had anything to do with how 
you felt toward her? 
a. Was it easier or more comfort-
ing to talk to someone your own 
age, younger or older? Why? 
b. Did you prefer to have a graduate 
or student nurse care for you? 
Why? 
5. Was this pregnancy your first? 
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.APPJ!;NDIX C 
Seven Nurse Interviews Out of a Total of TWenty-five. 
1. DELIVERY FLOOR H.EAD NURSE, 10 YEARS' EXPERIENCE. 
We attempt to send the mother to her room 
as soon as possible to be with her husband. Of 
course we cannot talk to her about the baby until 
after her doctor tells her; and you know what a 
problem that is. He usually is not here when she 
wakes up, and we have to be vague and stall around. 
Makes us look pretty stupid sometimes. Once the 
husband and the mother know, we put him in a cap 
and gown and let him come in and see her. As a 
rule, I do not mind talking to these women; it is 
not the most pleasant, but they need someone with 
them. A mother with no living children and 
several miscarriages is very difficult to comfort; 
and it wouldn't seem fair to give her false hope 
or tell her to try again. Or, if the mother is 
elderly, 36 or 38 or more, her chances of having 
a baby seem less each day. About all you cQn do 
there is to let her know you're sorry, not pity 
her as that never helps, and that you are ~nter­
ested and want to help. Now and then you get one 
who got pregnant by accident or unplanned and un-
wanted---possibly even in the process of divorce---
these gals don't seem to be as noticeably upset. 
Some almost seem relaxed. A few are very quiet 
and remote, probably quite guilty as may be they 
wished for this during early pregnancy. The unwed 
girls are another thing again. ~uite a few have 
said they feel sorry, but now they don't have the 
problem of what to do with the baby. After the 
initial shock, I wonder how all these mothers are 
when they get down to their rooms. We see very 
little of them as we get them ready for transfer 
as soon as they wake up. I feel very badly for 
the mother who lost a baby---want to bawl right 
with them. For example: just the other month 
we had an elderly mother admitted in violent, 
active labor. The foetal heart was strong on 
aamission, but something happened during the t~e 
we got her on the table and the deli very---the 
baby was stillborn---her second. The same thing 
happened the year before, so for this baby she 
2. 
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changed her doctor and hospital, for luck 
I suppose. Well it's hard to say if she'll 
have another and reassurance was the last thing 
to offer her. I tried to let her know I under-
stood her feelings and wanted to help her in any 
'¥Jft4;'f! I could. Some patients really shop for 
doctors when they have this or a sterility problem; 
they are the hard ones to face as there is little 
to offer them but your willingness to comfort and 
understand. The younger girls tend to be more 
emotional or hysterical when they first hear of 
the baby. They are so disappointed and show it 
more violently than the older ones. They are not 
ready to, nor do they want to hear of the "whys". 
They just want to be near someone and bawl. The 
older woman perhaps feels things deeper, tends to 
internalize more, sees things as futile and hope-
less. In a day or so, the younger one usually 
is eager to go home, rest and try again. It's 
probably easier for us on delivery as we have them 
for such a short time after the delivery tijey are 
still sort of in shock, and we stay with them and 
let them cry it out. Be kind, but words of en-
couragement are wasted---they are in too great a 
period of grief and tend to disbelieve you at this 
time. 
NURSERY SUPERVISOR: 15 YEARS 1 EXPERIENCE: 
I do n~t believe in being overly sympa-
thetic to the point you keep the mother feeling 
sorry for herself or constantly thinking how 
tragic her lot is. I very strongly feel that 
our biggest responsibility to these women is to 
erase all feelings of guilt. We must be very 
careful that whatever we say can in no way be 
interpreted to insinuate that any of their diffi-
culty was because of something the mother did or 
did not do during any part of her pregnancy. I 
think it is natural for them to think it was their 
fault, and they either look for encouragement from 
us that it wasn't or a look, word or phrase that 
it was. To me, removal of the guilt complex is 
most important. Also, it is my own personal 
opinion or feeling th~t there is a reason for 
having a stillborn other than the purely 
physical aspects. If the baby dies in utero 
or soon after, he probably is a child who, if 
he lived, would have spent his life in hospitals 
or be mentally retarded, and the Lord takes away 
life for a good reason--though it is hard for us 
to understand at the time. I think this happens 
because it is His way of protecting us from future 
unhappiness. I don't feel that we should isolate 
or ignore these women. I think we should be 
honest and tell her you know she lost her baby and 
would like to help her in any wa~ you can. Ask 
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her if she would like to talk to you about the baby. 
Of course it is easier for you if you can offer 
her something concrete, either by telling her she 
has many productive years ahead (if she has) or 
emphasize how fortunate she is to have a child or 
children at home, or that it was the Lord's way of 
helping her avoid future unhapp·ine ss as He took 
the baby's life because the child would probably 
spend his life as an invalid or mentally retarded; 
and though we do not understand why these things 
happen, He had a reason and it was for the child's 
protection and the 'family. I think the whole 
issue should be faced honestly and sincerely; also 
the age of the nurse is important too. An older 
patient would probably relate better to someone 
hear her own age •••••••• she'd feel they had some-
thing in common, if itts only life's general exper-
iences and it might be easier for her to face her 
situation; whereas she might resent the young nurse 
and feel that she couldn't really understand or 
care because she only knows about it from a book, 
and it could be hard to talk to someone so much 
younger. By the same token, the young patient 
might look upon the older nurse either as a mother 
figure or someone too old to understand; especially 
if the nurse were single. The mother might feel 
she isn't even married, what could she possibly 
know about how I feel. The young patient can 
sometimes relate easier to the young nurse as she 
feels they have something in common. Of course, 
I think the young graduate of today is more alert 
to feelings and attitudes and the reasons why people 
behave as they do and we need -y·o help them really 
see the patient and see what is going on around 
• 
77. 
them. Those of us with experience can help the 
young graduate fully develop her potential and get 
additional practice, if you want to call it that, 
in helping the mother and in developing skills in 
the nurse. To me, the most important things are -
help remove all feelings of guilt from the mother, 
be honest and sincere, look at the facts and fa~ 
them, though we don't always accept it or understand 
why, the Lord has a reason for this and it is for 
our protection and the baby's. 
J. POSTPARTUM HEAD NORSE: 15 YEARS' EXPERIENCE: 
Of course it's hard to face any of these 
mothers but I do visit them frequently and offer 
the old shoulder. I've found that almost all of 
these women want to talk about the baby and birth 
in some way or another. Usually the first couple 
of days they are in the weepy stage and I just stay 
wi tlil. them and let them cry it out. Q.ui te often we 
can.'.t be very intelligent in helping these mothers 
understand why this tragedy happened because we don'i 
always know what oaused the stillbirth. If. it is 
possible we try to~- explain what h?-ppened, and I 
usually i~ some way let them feel they can try again 
If the mother knows she is having a stillborn, then 
it is not such a shock to her after the delivery---
though it is more real now. She usually responds 
to Sy.nipathy and comfort. By sympathy I mean the 
patient feels you have a sincere interest in them 
and what has· happened to them; that you're warm 
toward them and you in some way convey the idea to 
them that you really are sorry and will do all you 
can to help them in this initial adjustment. I 
thirik it is easier ·to talk to the mother if you know 
something specific about their problem such as, 
cause of death from anomaly, other children at home, 
or the mother still young, it in some way gives 
hope to you and you in turn somehow let the mother 
know all is not lost. Tne hardest ones to visit 
are the sterility problems; quite e~derly primips 
or the ones who were emotionally diaturbed before 
pregnancy and are now quite hysterical and guilty 
or profoundly depressed and see no future with a 
child in the family. We try to separate these 
mothers from those who have a baby, if 
they desire it; but I personally would 
rather see them remain in the room with 
the mother who has a child. This is some-
thing they'll have to face shortly--seeing 
women--their friends with babies and it 1 s 
better if they st·art now while we are here 
to help them rather than doing it alone or 
running away. I also urge them to visit 
the nursery and watch the nursery nurses and 
babies for short periods. How you feel about 
oaring for these people depends alot upon your 
experience and how you feel about people in 
general. If you are at ease with peo:Ple, it's 
not so hard to approach the ones with painful 
problems like these. 
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4. INSTRUCTOR: BASIC COLLEGIATE: 2 "YE.ARS' EXPERIENCE! 
I feel that the students should be able 
to talk about this in class, but I don't know 
what· you'd say to them. I feel so helpless 
and useless with these mothers that I am too 
uncomfortable to be of any help to the student. 
How do you know what is right to say to a mother? 
I avoid such discussions in class; I don't en-
courage the students to ask about it because I 
feel so inadequate. As for my own experiences: 
I was very uncomfortable and ill at ease. If 
the mothers accepted it calmly and rationally, 
I could answer their questions; but if she just 
cried all the time, I left the room by telling 
her she will probably feel better after she cries 
it out and I will be back later--or else I just 
stood there looking real stupid, not knowing what 
to say or do. With some mothers, the young ones, 
you could just help them aooept the fact and re-
assure them that they have lots of time for more. 
or, if she has other children living, you oan tell 
her to think of the healthy ones at home. When 
they have none and have lost several, I feel so 
hopeless and seem to have nothing to say. I 
honestly do not like to work with them. Also, 
I feel too inadequate myself to urge any mot~er 
to talk about the tragedy. If the baby died 
from an anomaly, it's a:little easier to 
approach the mother because you can always 
encourage her to see that it happened for 
the best, and the next one will quite likely 
be just fine. Sorry I can't help you but the 
whole thing seems so futile and tragic. I 
never know what to say and standing around 
seems useless too. It's very upsetting to me 
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to work with these women. Some blame themselves, 
some the doctor, and some the nurses and the hospi-
tal. It seems as if they have to blame someone 
and for no cause either. It's hard to work with 
the emotional ones---crying and carrying on all the 
time, or those who just dissolve into tears the 
minute they see someone. The ones who have ac-
cepted it as fate or God's will are a little easier 
to work with. They are calm, mature and ~sk in-
telligent questions. They don't make unnecessary 
demands on you either; always wanting something, 
like water, pills, the bed up or down--that sort 
of thing. They don't harp on their tragedy, but 
accept it calmly. 
5. HEAD NURSE: DIABETIC SERVICE: 7 YEARS' EXPERIENCE: 
The diabetic mother seems more prepared for 
not having a live child. Even if the child is 
born alive, the mother is warned not to expect 
a good infant until at least 72 hours after birth 
because of the high incidence of hyaline membrane 
disease. I do~t~ try to avoid the subjebt but 
will tell the mother I know what happened and how 
she must feel; also, I find that the mother will 
usually begin to talk about the baby. I don'.t 
feel inadequate if I just stay with the mother 
and talk as this is quite often the most effective 
help. Although it is perhaps easier for some 
people to avoid discussion, I do not feel comfort-
able doing this as I do not think we are helping 
the mother adjust or receive the comfort she needs. 
It's like cheating her; no baby and no help. I 
also feel it is wrong in a way to isolate these 
mothers; they should not have to hide from the 
fact that someone did have a healthy baby and it's 
better for them to see this while they are still 
in the hospital and can receive help or comfort 
6. 
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from the staff than to experience it alone 
when they first see or visit their friends 
and see their babies. Of course it is a 
little easier to talk to the mother with 
children as you can gear the help given to 
how fortunate it is they do have a family 
at home; or, if the baby was very abnormal, 
you can talk along tne lines that perhaps it 
was best for her and the b~by that he did not 
survive. When the mother is elderly, childless 
or a sterility problem, about all you can say is 
that for some reason unknown to us you were just 
not meant to have a child. You can almost always 
use the religious approach that the Lord felt 
that this was best for the child and the mother. 
Or, the child died for a reason and we will just 
have to accept the fact God knew best; perhaps 
had the baby lived he would have been a sickly 
child and the Lord, knowing this, tried to spare 
you both this additional grief. I usually let 
the mother know I am sorry and want to help in 
any way I can; then I carry on according to her 
actions. She will either cry or talk it out 
or say she does not want to discuss it. If she 
avoids it I let her get to know me better first, 
then they usually want to talk later. The 
students find this a very difficult floor to 
work on---they are so afraid. 
ST.AFF NORSE: 3 YEARS' EXPERIENCE: 
It is easier to approach them after t.ne 
doctor nas told the mother. Then the patient 
needs someone to be with them. I don't relish 
the idea but I don't really mind being with them. 
I usually tell them I know what has happened and 
is there anything I can do for them or anything 
I can get them. Sometimes it is a little easier 
if the patient expresses a religious attitude. 
As you can express your own feelings by saying: 
it's God's will, or if the baby died from a gross 
anomaly you can say this is the way God spares 
you and the baby from later disappointment ---
especially if the baby had possible cerebral 
damage too. I do not like to be the first one to 
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tell them; I think the doctor should. She knows 
him better and will probably hear him through. 
Once they do know I like to go right in to them. 
They should not be all alone unless they ask you 
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to leave •••• but at least they know you are inter-
ested enough to offer to be with them. If the 
doctor tells you what they are like as a person, 
how they felt about the pregnancy, some of their 
past history (multips or such) or if they have 
children. at home,or are young, it's a little easier 
because you can offer encouragement and reassurance 
and a little hope. The older women keep things 
more internalized and they are harder to reach but 
once you have it is rewarding to both. If you are 
with the mother during labour and she is awake, 
you have time to establish a relationship whereby 
she trusts you and you know a little about her; 
then after the delivery it's easier to talk to her 
and you are someone she knows, which means a lot 
to them. I think this whole area is something 
that students need help in. I had to work it out 
myself and it was rough. I felt so useless and 
stupid, but I guess it's mostly just having the 
ability to talk to people. If you are comfortable 
with people and interested in:. them for what they 
are, it's not too hard to work with the mothers who 
have problems. You must try to be calm and reassur 
ing and at ease, but warm too or else you make the 
mother uneasy about your feeLings and you are more 
upsetting then.helpful. I try to get help in this 
area in this way; usually there is someone wherever 
you work who is warm and interested in.. people and I 
ask them how to approach these women. I don't 
feel I need so much help now, but like to swap noteE 
now and then. I don't like tnis part of my job 
and feel very badly for thes.e mothers, but I'm not 
uncomfortable working with them; they can talk it 
out, ask questions or just cry, and I feel I can 
handle it. 
7. PtJBLIC HEALT"".ti NURSES! SYMPOSIUM - HARTFORD, 
CONNECTICUT: MAY 13, 1958: 
l. NORSE AS A PATIENT: 
My ~ourth pregnancy was a stillborn; I 
have the R.H. factor. I was placed in 
a private room on the postpartum floor. 
I didn't care as I was too tired. The 
nurses were very kind while they were 
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ndoing things" but left the room as soon 
as possible. When I visited the other 
mothers, they would tense up. The mother 
with.the stillborn had to take the initiative. 
She would have to lead any discussion or 
conversation there might be. I had other 
children at home and this seemed to make 
it easier for the patients and the nurses 
to talk to me. Actually I wasn't interested 
in that. 
2. NURSE IN THE DISTRICT: 
Find out as much as possible about the 
mother and family before entering the home; 
help the children accept this too. Q,uite 
often the shock is not realized until the 
mother goes home. Crying is the patient's 
sel~ treatment and she should be made to feel 
that this is good. After a good cry it is 
easier to go on and talk about it. You 
could approach her by saying; I know you 
lost your baby, would you like to talk about 
it? Even if the mother does not want to 
talk about it now, you would be the nurse 
she would eventually approach. Also there 
is no reason why you have to ~eel you must 
talk. Nurses who keep talking about totally 
unrelated topics just to keep a conversation, 
never give the mother an opportunity to talk 
or cry--even if she wanted to. 
3 • NORSE IN THE DISTRICT: 
I think your project is very interesting 
and an area that needs much investigation; 
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however I don't think I can add much 
to what the other people have said. 
I remember when I lost my baby and that 
wa$ 25 ye~rs ago, a very close friend 
speoialed me; I felt I had ~11 the under-
standing and support I needed. I do feel 
the mother is not interested in the past 
(children at home) or in the future (future 
pregnancies) but only in what has happened 
to her now. Let the mother take the lead 
in the conversation---be available to her, 
interested in her, and understanding of her 
problem-----all this can be handled without 
direct conversation concerning the stillborn. 
APPENDIX D 
Four Sample Interviews Evolving From 
Seeking Permission to Visit Mothers 
of Stillborn Infants. 
1. DOCTOR: OBSTETRICIAN: PRIVATE PRACTICE: 
I feel just terrible but believe in being 
completely honest with the mother, both in my 
feelings and in my knowledge. It is not unusual 
even if I weep with the mother, and spend more 
time with her than the other mothers. If they 
want to talk and ask questions, I try to give them 
all I can and know. If the baby had an anomaly, 
I explain fully what it was and what happened anCJ,/ 
encourage the mother to get :pregnant again as soon 
as :possible. I am also very honest in telling 
the mother I do not know what happened or why----
this sometimes happens even after a gross and 
microscopic post mortem. When I encourage mothers 
to become pregnant I am very honest in telling 
them they will have a rough time and I ask them to 
call me any time they want help or just to talk, 
day or night. Quite often I get a few frequeat 
calls early in :pregnancy, I think usually just to 
test if I really mean it; after that the calls are 
much less. They do have a rough time too until 
the :pregnancy i~ over; they are extremely hyper-
sensitive, fearful and anxious; needing much re-
tas surance and someone to talk to. Many mothers 
· ... change hospitals and doctors after they ha"We had 
a stillborn, just to make a clean start, not that 
they really believe that this:·. is always valid; and 
the doctor is not without guilt either, you always 
wonder if you could have :prevented some of them. 
About this :project of yours, I think it'should be 
on a larger scale to be statistically valid. I 
tnink you should have some limitations on it such 
as: the mother must not be under now or have had 
any :psychotherapy. She should have living children 
at home now, born either before or after the still-
born delivery. I would want to contact them myself 
and explain who you were and what you wanted to do. 
I think you should ask yourself this question: do 
' ' 
2. 
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you have any psychiatric backing or encourage-
ment that the interview will not unearth unre-
solved feelings of the mother regarding the 
delivery of the stillborn ••••• the degree of 
upset directly related to the meaning the preg-
nancy had or still has to the mother? 
At this meeting no positive plans were made; 
I had neither permission or refusal in a direct 
sense. "I guess I want reassurance that this 
project won't hurt or upset these mothers. I am 
probably too sensitive about the subject, but I 
wish you would re-effaluate your purpose and be 
very sure of what you are doing.. I would like 
to hear of your results and what happens to you 
in this. Now, are you taking me to dinner or am 
I stuck with you?" He took me and it was the 
nicest refusal I ever had. 
DOCTOR: OBSTETRICIAN: PRIVATE: 
I think your project is extremely worth 
while and you are more than welcome to my 
patients and my records. Unfortunately for 
you I only have two mothers who meet your re-
quirements. If you will wait a week, I will 
be seeing one and will tell her you are going 
to call. I am sure the other girl will talk 
to you. Just call her up and explain you are 
doing interviews to see how nurses can help the 
mothers during their hospitalization. If you 
let her know it is the nursing care you are in-
terested in and not her npsyche" or what the 
loss of the baby meant to her, I am sure they 
would like to talk to you very much. .Any way 
you can study patients• feelings to help nurses 
is worth while and worth every effort. I am 
sorry for you I have only two patients and they 
live quite a distance from Boston, but I do 
think they will want to help. You know I guess 
I am old fashioned in some ways, but although 
I don't agree with the old formalities, I think 
both professions have come too far in our relaxed 
ways. There was something in the nurse doing 
for the patient and using her hands that we've 
lost. Patients are not so concerned with our 
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skill and knowledge; they take that for 
granted, but they are noticing or watchful 
for our greeting, our interest in them, our 
warmth and our understanding. They are very 
willing to get out of bed early and care for 
themselves, if we would teach them why, and not 
let them feel it is one less for us to do. I 
want to wish you all the luck I can for your 
sucdess. If you will see my secretary, she has 
the names and addresses for you. I told her to 
have them ready just in case I was held up at the 
hospital and couldn't see you. Would you let me 
know how this all comes out and how the mothers 
feel about all this? 
). DOCTOR:OBSTETRICIAN: PRIVATE: 
I have been through my records for the 
past two years and have only found three women 
whom I think you could interview. This last 
month has been terribly busy so I have only had 
time to go through my records for the past two 
years. One of the women is a nurse; is that 
all right with you? They all seem to be rather 
stable girls and all have other children at home. 
One girl had a section for a praevia and lost the 
baby within a few hours from respiratory distress; 
another girl lost her baby about three minutes 
before I had her delivered. Autopsy never re-
vealed the cause. Your project seems quite 
valuable, and I would like to hear how you come 
out----whenever you have the time. You know, 
I have never given this area much thought before 
you called. It is a very unfortunate part of my job and I hate telling the mother, though I think 
it should be done as soon as possible; however, :-:-. 
I have honestly never given much thought to how 
the nurses must feel, or what kind of care the 
mothers expect from them. If you can give me a 
day or two, I will call these girls, explain what 
you are doing and tell them to expect a call from 
you very soon, all right? Good luck to you. 
If there is any other way that I can help you let 
me know. If any of the mothers refuse to see 
you, I will be glad to talk to them for you. 
4. DIOO~OR: NURSING SERVICE & NDRSTI\fG EDUCATION: 
As for your request to visit clinic 
mothers, that permission will have to come 
from , as he is in charge 
of the cl~n~c. I th~nk you know me well 
enough to realize that I am not the best one 
to ask about personal feelings. I think your 
project is a very important and necessary one, 
but I would not like to be the one doing it. 
To me, having a stillborn is just another one 
of life's processes and adjustments we have to 
face, and the adjustment must be made alone by 
the one involved. I do not really know how 
these women will receive you or what feelings 
you will expose, but I am sure that is a chance 
you'd have to take. I think nursing has lost 
its best gift, the use of our hands. All the 
words in the world will never take the place of 
the back rub and the bath: the bands can lend 
more warmth and understanding th§n anything else 
I know. I personally do not like a lot of talk, 
questions or gushiness---just the feeling, by 
actions, that warmth, understanding and a wanting 
to help---are there. I believe you would have 
to be ~ry careful in approaching these women. 
I wonder how vividly they will remember their 
hospital experience as far as the nursing care 
is concerned; they are in such a state of shock 
and are in the hospital such a short time. If 
I were such a patient and someone came in asking 
if they could do anything to help, I would prob-
ably hit them; but if the nurse came in and gave 
me a simple back rub or fixed my bed, I'd probably 
think she was very warm and understanding and in-
terested in me as a person; perhaps later I would 
want to talk, I don't know. It would probably 
be best to interview some of the mothers who are 
home now and at that time ask them if they can 
remember anything about the nurses during their 
hospitalization, and how they felt about them. 
~ter you have some data, depending upon what it 
is, then I would make an appointment to see 
and ask how he feels about your seeing the c~l-i-n~i-c­
mothers here in the hospital. I am very inter-
ested in your project and you are always welcome 
to return and interview any of the other 
nurses that you may have missed. By the 
way, you are a very curious person and probably 
would be less traumatic than many to these 
mothers; my very best wishes to you on your 
work. 
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APPENDIX E 
Five Sample Interviews of Mothers 
Who Have Had a Stillborn Infant or 
One Who Died Soon After Birth. 
1. Roxbury, Massachusetts: 
Gravida 3 para 1: has one living child, 
age two years; second pregnancy terminated 
four weeks early and the infant died one hour 
after delivery of a congenital heart condition. 
She is now 38 weeks pregnant. {April, 1958). 
I am looking forward to returning to the 
hospital as everyone was so nice and kind to me. 
The only thing I can remember vividly was the 
lonesomeness. I was in a room all by myself, 
and had nothing to look forward to but visiting 
hours. My family was so upset and didn't know 
what to do or what to say. They talked about 
everything but the baby. My husband and Dr. 
helped the most. The doctor was very good i~n---­
explaining about the baby's heart and why an 
operation would not have helped. Even though 
they both helped me realize it wasn't my fault, 
you just can't help but think over all the things 
you did during the pregnancy. Every so often 
I read about a new heart operation and wonder; 
but my doctor is always so kind and patient in 
explaining that it wouldn't have helped our baby. 
My husband was very upset too, especially as the 
baby was a boy, and he wanted one so much. He 
hasn't said too much this time, but he did ask me 
if I wanted the same doctor and hospital again. 
Of course I do - they both know me. He just 
wanted to be sure I wasn't doing this because my 
sister-in-law has the same doctor and recommended 
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him to me. M.y husband always wants to know 
if I am all right; and he wants to know everything 
the doctor says to me when I go for my visits. 
I guess he is more worried than he wants to let 
me think he is. His final exams are this week, 
so I bet I'll go into labour for sure. I didn't 
want to get pregnant again after the last baby, 
but I am glad I didn't wait. I know I am more 
aware of things this time; any little thing that I 
feel is different worries me that something may be 
going wrong; and I worry if the baby seems quiet. 
The doctor told me that I would feel this way, and 
he has been so understanding and patient. Well, 
it will be over soon. I guess it was the loneli-
ness that got me the last time. One of the nurses 
told me that I wasn't to leave my room. I wanted 
to use the telephone; visiting hours ·seemed so far 
away and I wanted to talk to someone, .about anyt 
You can sleep and read just so long. I guess the 
nurse thought she was protecting me from seeing the 
babies and having the other mothers ask me about my 
baby. I had the baby at home so I didn't think 
I would have minded seeing the babies or the other 
mothers. I never asked anyone else if I could 
leave my room; I thought it was a rule and I didn't 
want to be a pest. The student nurse really was 
nice though. She brought me juices, coffee, thi 
to read and didn't seem to be in a rush. She told 
me about her husband, their plans, and that she was 
graduating soon; and we talked about the baby too. 
The midwife frightened me though, her face looked 
angry and she kept saying I shouldn't do this and 
I shouldn't do that. I don't know what I did 
wrong; I just got out of bed to try the chair. 
The student explained her to me and I didn't feel 
too badly. I guess she was trying to help, but 
I had trouble trying to understand her. I can•t 
remember if I really wanted to talk about the baby 
or just wanted to talk---I was so lonely. Crying 
helped and I sure did a lot of that, but alone; 
guess I wanted to share that too. The Priest was 
very helpful too. He visited me and we talked 
about the baby and God; and he said I was still 
young and not to wait too long or I would be too 
afraid to try. Also, we talked about my little 
girl at home. Though I felt badly leaving the 
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hospital without a baby, Debbie was waiting in 
the car for me and that sure helped a lot. I 
don't know if I wanted another mother in the room 
with me or if I just wanted to visit and be talked 
to; anyway I was lonely. The rooms they use for 
mothers without babies seem so far away from every 
one. Well, I guess I wasn't much help to you, 
you never got a chance to say anything. Don't 
you have any questions you want to ask? I want 
to thank you for talking to me. Guess I am a 
little worried about this baby and I'm glad I 
could talk to you. 
2. Brookline, Massachusetts. 
Gravida 3 para 2: has two living children 
ages four and five. The first child was born 
eight years ago with a spina bifida and died in 
a nursing home at one month of age. This mother 
was not excluded from the study as she never saw 
the child and knew his life span was very limited, 
as the infant had many other anomalies also. 
Gee, I hope I can be of some help. I'm 
someone who goes to pieces when anything upsetting 
happens, and I like to do it alone. When I don't 
feel well I like to be alone; when I get better 
I like to get up and visit others. I certainly 
thought the nurses were wonderful. I am not sure 
if this is a fair evaluation for you though -be-
cause when I had this happen to me, the department 
had just opened the day before and I was the f 
patient, so I guess there were more nurses th~n 
patients. They were very kind to me. I asked 
to have my room changed because I could hear the 
patients on the delivery floor, or at least I 
thought I could, but I never heard them when I was 
' .. ~ .. 
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in for my other two. They put me down at the· 
opposite end of the hall, but I never felt ne-
glected or really alone. The nurses would visit 
.DJ.e often; they waited for me to talk about the 
baby and I liked that because I just couldn't 
face it the first few days; yet I knew that when 
I wanted to talk they would be there. They were 
always coming to my room to see if I was all right. 
The nurses seemed to make up reasons such as cnminQ 
with some fruit juice or fixing my bed or giving -
me a back rub---just to see if I wanted some com-
pany and wasn't too lonesome, I guess; so I felt 
they were interested and had the time to spend with 
me. One thing did happen that upset me but I 
guess it was my own fault. When t:O.e special nurse 
came to get the bt:IbY to take him to the nursing 
home, the nursery nurse came to my room to get the 
baby clothes. I felt terrible as everyone had to 
wait until my husband went home for some clothes. 
I suppose that because I didn't have a baby to 
bring home, I just never thought about clothes for 
him. It was my own fault for being so stupid 
but if someone had just mentioned it to me, or if 
they thought I was too upset, they could have told 
my husband. I really thought that everyone was 
very nice; the nurses were kind and interested; 
they let me know they were sorry and wanted to he LJ;: 
and had the time. I took the whole thing very 
hard and was a wreck during my next pregnancies. 
If the le~st little thing seemed different or out 
of the way, I'd call the doctor. He was so kind 
and so patient in accepting my behavior and ex~ 
plaining everything to me. You know, I never 
thought about nurses having ~eelings. I have 
always just accepted the fact that they knew what 
to do and how to act, no matter what the situation. 
I just thought they knew what was the best way to 
be with a patient and went ahead. I hope I have 
been of some help to you; I don't think you ever 
got a chance to say much. Is there anything else 
I can help you with? It has been so nice to talk 
to someone. Wouldn't you like some root beer 
before you leave, it is so hot out. I don't know 
why you bothered to come out today. Oh, by the 
way, I have a confession to make. After you 
called the other day, I called my doctor to check 
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up on you. I was so interested I just gave 
you my address and then I started thinking of 
all the questions my husband would have that I 
thought I had better have a few·answers. I hope 
you aren't angry. If I can help any more don't 
forget to call me, I'm home all the time. 
3 • Belmont, Massachusetts. 
Gravida 5 para 5: has three living children 
ages five, seven and nine. Twins were delivered 
in the first pregnancy and both expired within 
ten hours after birth. The fourth pregnancy 
resulted in the birth of a stillborn infant. 
During the fifth and last pregnancy she developed 
a pulmonary embolus at four weeks gestation and 
was hospitalized for five weeks prior to surgery 
for a venal caval ligation. 
I hope I will be able to help you and I 
want to thank you for asking me to participate 
in your study. I'm not too clear about certain 
feelings during my first hospitalization as so 
much has happened since, and now I don•t know 
if that's the way I really felt or if it's the 
way I have come to feel. But I do remember that 
I didn't feel as badly about losing the twins as 
I did about my other baby. People think this is 
very strange but I don•t. The first time I did 
not realize what I had lost as I never had a baby 
to love. But after having and 
and realizing the love and happ~ness I had with 
them, losing the other child seemed to be the 
worst thing that ever happened to me. I kept 
thinking of my other two and what if I never had 
them, and the fact that this other baby would have 
been just like them. I think you feel a loss 
more w~en you have had happiness and know what 
it is. During the first pregnancy one nurse 
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was very warm and understanding. You knew that 
if you had wanted her she would have come. She 
looked as if she had the time to spend with me 
and I wanted that. The other nurses were kind 
but they worked fast and you had the idea that 
they were busy. They did whatever you asked them 
but efficiently and quickly, and left. I didn't 
want to talk about the baby but I did want to talk 
to someone about anything. Had I wanted to talk 
to someone about the baby, I would have asked for 
the other nurse who seemed interested. When I 
first met her she said she knew what had happened, 
that she was sorry and wanted to help me. She 
asked if there was anything that she could do to 
help. I can't really explain feelings but the 
expression on her face, the warmth in her eyes, 
and the fact she didn't rush out of the room, 
made me feel she was sincere and really felt badly 
and honestly wanted to help. That was all I 
wanted to know; someone was interested in me. As 
I said before, the other nurses were kind but I just had the feeling they didn't want to be with 
me too much. I didn't have to call the nice nurs 
for anything; she would just drop by and ask if I 
needed anything and how did I feel. I bawled the 
whole time I was in the hospital and she made me 
feel that this was good. It was too. I have to 
cry things out, then I feel better and I.can 
really begin to face up to things. Guess I sort 
of look to the hospital as a place for crying; I 
get it all out of my system while I am still dazed 
Then when I go home I can look at things more ra-
tionally. It is too early, in the hospital, to 
think through anything. This is something that 
you have to settle for yourself a~d you just can't 
do it when you are still so upset you cry every 
time you think about it. The second baby I lost 
was the worst. I really knew what I had lost and 
I sure cried. I got real exhausted, had a good 
sleep and when I got home I could really think 
things through; and I decided that if I didn't get 
pregnant soon, I never would, as I would be too 
afraid and worried. The worst thing in the 
hospital is the loneliness. I never have much 
medication when I am in labour, ·So you are left 
alone. The doctor oouldn't find the baby's 
95. 
heart beat and I knew something was wrong. He 
explained things to me as best he could, but I 
would have given anything to have my husband with 
me. J"ust to be near me or hold my hand. I 
was so lonely and had time to let my worst fears 
run away with me. It was such a shock as the 
baby had been good until I went into labour. I 
found out later the cord had a true knot in it 
and the placenta had stopped growing in the sixth 
month so the baby was only four pounds at full 
term. Not being medicated I was left alone and 
was so lonesome. Although I wanted my husband 
so badly, I think anyone would have done. It 
would have been of some help though it's not like 
having your husband. Perhaps I am different but 
I got so mad and so upset whenever anyone told me 
I was lucky as I had two children at home and was 
young and could have more. You know, babies 
aren't something you produce without feelings; 
they are a real part of you even if you have never 
seen them. I didn't care if I had a house full 
of children or could have twenty more, ~is baby 
was important to me, not the ones I had or could 
have, but this one. I don't think anyone even 
understood, they thought I was childish. One 
day I was having a good cry for myself when a 
nurse came in, a young student, and became very 
angry with me. She told me to stop crying and 
carrying on like a child; I should consider myself 
very lucky to have two healthy children at home 
and plenty of chances to have more. You know, 
I think I could have killed her. I didn't care 
what I had or could have; all I could think of was 
that I didn't have this one. I was too upset to 
realize how young and frightened she must have 
been herself, and she probably thought she was 
helping. I am not picking on .students as the 
graduates did it too, it's just that I remember 
this girl best because she was so angry. I think 
the kindest thing that could have happened to me 
would be for the nurse to come in and let me know 
that she knew what had happened to me; that she 
was very sorry and understood how I felt and 
that I was no baby for crying. If she had just said that she wanted to help and would I 
call her if I needed anything and wanted a 
little company for a while. I wanted to be 
alone but not forgotten; only seeing a nurse 
when I needed something done to me. I am 
glad they don't move you out of the obstetrical 
department because when I am able to get around 
I like to visit the other mothers and see the 
babies. The nurses want you to stay in your 
room when the babies are out for feeding. 
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That's cruel but I think they were really trying 
to protect me. I would have stayed in my room 
if I didn't want to see a baby, but I liked 
visiting. After all I did have two children 
and could help the young mothers; I had something 
to share and I wanted to. I think the only 
people who were really upset were the nurses. 
The other patients were very accepting and asked 
a lot of questions about feeding and baby care. 
I didn't feel left out. I guess what I want to 
say is this; the baby you have lost is important--
now, the past and in the future. I wanted to 
be in a room alone where I could cry it out of 
my system, and I wanted the nurses to understand 
that this was good for me. I didn't want to be 
lonesome, just alone. I liked to visit the 
mothers and see the babies when I could get 
around; but most of all I wanted someone to under-
stand--not talk about it--but wanting to help if 
I asked for it. How about some more coffee, 
you•re as bad as I am--couldn't live without it. 
The children will be home from school and I'd like 
to have you meet them and stay for lunch. Notu~.~s1 
special, just sandwiches. That's all they ever 
want as we have our big meal at night. Well, if 
you can't stay for lunch then come on up stairs to 
see their rooms. We plan to rearran~e and re-
decorate them--see what you think of the idea. 
I have taken up your whole morning; I hope I 
haven't delayed you too much. If I can help any 
more come around any time; you don't have to call 
as I am home all the time. Thank you for includ-
ing me in your study. 
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4. Dorchester, Massachusetts: 
Gravida 3 para 2: has two living children 
ages two and seven years. The third pregnancy 
terminated in the delivery of a premature infant 
who expired shortly after birth from incomplete 
lung expansion. The mother is a graduate nurse 
who has worked extensively in maternity nursing, 
particularly in the newborn nursery. On the 
first meeting she stated she had nothing to say. 
As she had no phone, this interview was unexpected 
and unplanned. The interviewer was too hot and 
tired to leave and delayed departure to the point 
that the mother asked her in for a cup of coffee. 
I really haven't anything to say, probably 
because I am a nurse. Of course I was upset 
because I have seen some small preemies live, 
but I knew it was a chance and you have to expect 
these things to happen in life. We are still 
waiting for the autopsy report to see if it was 
anything besides prematurity and poor lung expan-
sion. No, I didn't see any reason for wanting 
to be moved to a private room. These things 
happen and it's something you have to face. 
Yes, the patient in with me had a baby and I 
don't think she minded that I didn't have one 
as she knew I ha.d two boys at home. I know one 
thing that bothered me and I don't remember which 
nurse said it but she said that it was too bad it 
happened but after all it was a boy and I did have 
two at home. Who cares what the sex was. It 
was a baby. I thought that was a terrible thing 
to say. The nurses were nice; I didn't particu-
larly feel like discussing the baby with them and 
·' 
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they didn't bring the subject up. They saw to 
it that I had what I needed and I think that was 
enough. I felt badly about the baby especially 
since we had to wait so long for children, but I 
thought everyone was nice in the hospital. There 
were plenty of people around: I visited some, and 
I did know some of the grads and I think everyone 
knew how I felt. It was about 9.00 P.M. the 
night the doctor told me the baby had died and I 
did ask the nurse if she could get me an extra 
dose of medication as I didn't want to stay awake 
all night. She got the order right away and was 
very nice about it. I guess it was after I got 
home that things bothered me more. My aunt, who 
is about five years older than me, had a baby 
about two weeks after mine; hearing about this 
upset me very much. This baby was almost four 
months old before I felt up to seeing her and the 
baby. Three of my friends had babies about the 
same time, and I didn't mind seeing them. I 
think what happened was this. As soon as we 
heard about my aunt's baby, my husband bundled up 
all the clothes and equipment we had ready for 
our baby and we sent them to her. I guess I just 
couldn't stand to see her baby in the clothes that 
were meant for the baby we had lost. I had to 
wait until her baby was out of the real infant 
stage before I could face seeing him. The other 
things that bothered me were getting the hospital 
and funeral bills; no baby, just bills. After I 
was home about three weeks a nurse came from the 
health department to check on the baby. She 
didn't know he had died and was very upset that 
she hadn't been told. Does the hospital notify 
the health department, or are they supposed to 
check wi. th anyone before visiting the mother? 
About two months after I got home, the State sent 
me a copy of the birth certificate; everything was 
filled out but the baby's name. -The slip was in 
red so they knew that he was dead. I could have 
done this in the hospital and I~.would not have 
been so upset. The thing that really saved me 
was the fact that I got home two weeks before 
Christmas and with the rush of getting everything 
ready for the boys no one had time to be sad. I 
have no complaints -about the hospital; the care 
was good. These things happen and you have 
to face it yourself. 
5. R~ndolph, Massachusetts: 
Gravida 5 para 2: has two living children 
ages five years and seventeen months. The 
second and third pregnancies terminated in five 
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month abortions. The fifth and last pregnancy 
ended in the delivery of a stillborn infant at 
eight months gestation. In the fourth pregnancy 
the mother remained in b~d for seven months prior 
to delivery due to bleeding and a history of pre~ 
mature labour. 
Vfuen I realized I was pregnant for the 
fifth time I was very upset and went to see the 
doctor and asked him if he could perform a legal 
abortion, as I just knew that I could never have 
this one either and couldn't face another seven 
months in bed. Both the time and the mental 
upset. didn't seem worth it. He told me it 
couldn't be done legally as the pregnancy was np 
threat to my life and he also refused to tie mY 
tubes after delivery. I don't know why but I ~ 
glad that he-didn't tie my tubes; it would hav~.-. · 
been so final. Though I have no intentions _;:Jf 
getting pregnant again, I have always want~~­
three children. Well anyway, during the :"fast 
pregnancy I got the virus, possibly the flU., and 
after three weeks in bed I was left wi~h an awf~­
cough. I went in to Boston to see th'e---d-eet·or 
but he was out of town so I saw his associate 
about the cough. I told him I didn't '-expect to-> 
keep the pregnancy and he was very upset withme 
for saying so; but I thought if I kept 
discouraging myself I wouldn't feel so 
badly if I did lose it. Anyway, he didn't 
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really fully understand my case. Once I felt 
life I was glad I hadn't been aborted and thought 
perhaps I'd make it this time. About the middle 
of my eighth month I started leaking fluid and 
staining. Vaginal examination showed the cervix 
to be dilated and the membranes coming through. 
I went home to bed but went into labour shortly 
after that and this time the baby was bigger than 
the other two miscarriages. If I could have only 
kept it another three or four weeks, I'd have 
three children now. I felt very badly about this 
one and always wondered if I had stayed in bed 
more would it have happened. I feel as if this 
one was my fault although my doctor feels differ-
ently. I'd like to see him some day and really 
talk it over with him. Do you think I'd have 
lost it if I had stayed in bed? 
At this point I tried to reassuwe her that 
no one is at fault for prematurity; and as she 
kept stressing she had cervical dilitation, 
bulging and leaking membranes, I again reassured 
her that no amount of bed rest could have prevent 
delivery. She talked at length about her feel 
of guilt, her seeking an abortion, tubal ligation 
and eventually losing what she originally felt 
she didn't want and possibly couldn't have. 
There was a slight relaxation in her facial ex-
pression and a softening of her voice. She now 
offered me a tour of the house and suggested we 
find a more comfortable place to sit, as the li 
room. I had entered the home by the back door 
and spent the first hour in the kitchen. . 
As for the hospital and the nurses, when I 
was on the ****floor it was wonderful. Everyone 
there has a baby and of course it is happy so I 
would expect less attention, but that certainly 
was not the case. Such back rubst Everyone had 
at least three a day and the nurses were so inter-
ested; you never had to ask for a thing, they just 
seemed to know your needs and were always explain-
ing things to you. When I lost the babies and 
was on the **** floor, it was awful. I imagine 
/ 
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the other mothers ~elt worse but at least I had 
two children. You were never o~fered a back rub 
and always had to ask ~or things until you felt like 
a pest and stopped asking. The nurses answered your 
bell, did what was needed and left. The hours go 
slow as you have no baby to feed and no one ever 
drops in to see how you are unless you put on your 
light. I had a room mate; i~ I had no children, I 
probably would have wanted to be alone. I really 
don't know as I have always pre~erred semi-private. 
My room mate and I talked very little about the baby 
we had just lost, both girls, but a lot about our 
children at home. She would call her daughter every 
day and I'd call mine and then we would swap notes. 
Her visitors would bring things, books and candy, ~or 
both o~ us, and mine would do the same. We'd visit 
the nursery together and watch the babies. The 
nursery nurse was very kind about letting us watch 
her ~eed and change the babies. In this way we were 
able to pass some of the time away, but the days were 
long and dull. The aides were very nice and tried 
to visit us, but not the nurses. The others with no 
kids must have been miserable. I felt badly, but 
after all I 1 d lost two others and was lucky to have 
the two I did. The hall was so dark and dull, and 
other than visiting in other rooms, there was no place 
to go. You would think that the hospital would have 
a sun porch with some reading material and a tele-
vision for everyone. But if you have a baby, you 
are almost too busy to visit, so I guess mostly the 
ones with stillborns, miscarriages and that sort 
would be using the room. It would be a good place 
for diversion and talking to the patients. I was 
most upset about always having to ask for pills, bed-
pan, back rubs and such; no one ever bothered unless 
you asked .. You know it h~s been wonderful talking 
to you. I really must see Dr.****· He probably 
thinks I am mad at him, but I just felt it was my 
fault that it happened this way and he would be tryin@ 
to make me feel good by saying it wasn't. It has 
really been good talking to someone. 
-I 
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